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A  character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a  benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a  potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam. 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That's  because  of  the 
patient  response  obtained  with  Valium. 
A  response  which  brings  a  calmer 
frame  of  mind.  A  response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A  response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a  problem.  Of 
course,  as  with  all  CNS-actinq  drugs, 
patients  taking  Valium  shouldf  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a  certain  kind  of  patient  response 
with  Valium.  Its  a  response  you  want. 
A  response  you  know.  A  response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiuirf® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a  prudent  choice  in  psychic 

tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 
Indications:  Tension  and  anxiety  states:  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome,  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4  months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 
Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6  months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  Instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  Intend  to  or  do  become  preg- 
nant. 
Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazmes,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 
Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety  hallucinations,  increased  muscle 
spasticity  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2  to  10  mg  bi.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5  mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2  to  10 
mg  t,i.d.  or  q.i.d  ,  adjunctively  in  convulsive  disorders,  2  to  10  mg 
b.i.d.  loq.i.ci.  Geriatric  or  debilitated  patients:  2to2'/2  mg,  1  or2 
times  daily  initially  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions )  Children:  1  to  21/2  mg  t.i.d.  or  q.i.d  initially  increasing 
as  needed  and  tolerated  (not  for  use  under  6  months). 
Supplied:  Valium®  (diazepam)  Tablets.  2  mg,  5  mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4  reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paksof  50,  available  singly  and  in 
trays  of  10 
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What  would 
Thomas  Edison's 
physicicin  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a  year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a  carbon 
filament  in  a  vacuum  produced  a  good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a  short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 
If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 

You  see,  it  wasn't  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer's  pocket.  And  the  only  insurance 
available  —  accident  coverage  —  did  not 
cover  illness. 

Today,  as  a  member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a  regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  —  to  buy 
groceries,  make  house  payments  or  provide 
for  your  children's  education. 


With  Mutual  of  Omaha's  Disability  Income 
Protection,  a  disabling  sickness  or  accident 
no  longer  (as  in  Edison's  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you're  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A  Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there's 
no  obligation. 

Underwritten  by 


IVIutual 
9t3mahfl 


People  you  can  count  on... 

Ml;IUAl  OF  OMAHA  INSURANCE  COMPANY 
HOMf  OFFICE    OMAHA.  NESHASkA 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  V,  Section  1: 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

I%otice  to:  Delegates,  Alternate  Delegates,  Officials  of 
the  I^orth  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in  the 
Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North  Caro- 
lina, at  the  following  times: 

Thursday,  May  1,  1980 — 10:00  a.m. — Opening  Session 
Saturday,  May  3,  1980 — 2:00  p.m. — Second  Session 


A  member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the 
Desk  in  the  Hotel  Lobby,  Thursday,  May  1,  1980,  from  8:30  a.m.  to 
12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their 
Credential  Cards  for  presentation  at  the  Registration  Desk,  Delegate 
Badges  must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 

Reference  Committee  hearings  are  scheduled  to  begin  Thursday,  May  1,  1980,  at  2:00  p.m. 


J.  B.  Warren,  M.D.,  President 
Henry  J.  Carr,  Jr.,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard,  Executive  Director 
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From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  Wtien  ttiis  happens  it  maybe  necessary  to 
seek  tielp  from  experienced  members  of  tfie  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  bringing  to  individuals  an  awareness  of 
the  source  of  their  distress  and  help  them  find  resolutions  to 
ttieir  problems. 

A  fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  new  quarters  on  a  16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  ttie 
Center  serves  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunctioning 


including  alcohol  and  drug  abuse.  Interdisciplinary  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  therapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  ottier  somatic 
therapy  sen/ices. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


ufp^T^  MANDALA  CENTER,  INC 

hrj] )  3637  Old  Vineyard  Road 


#  Winston-Salem,  N.  C.  27104 
(919)  768-7710 


Bruce  W,  Rau,  M.D. 
Medical  Director 

Medical  Staff 

Roger  L.  McCauley,  M.D. 
Director.  Out-Patient  Services 

Hans  Lowenbach,  M.D. 

Senior  Consulting  Psychiatrist 

Larry  T.  Burch.  M.D. 

Staff  Psychiatrist 

Glenn  N.  Burgess,  M.D. 

Active  Staff 

Edward  Weaver,  M.D. 

Active  Staff 

For  information,  please  contact 
Richard  V  Woodard,  Administrator 
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Vice-Councilor Ira  Gordon  Early,  M.D. 

2240  Cloverdale  Ave..  Ste.  192.  Winston-Salem  27103  (1982) 

Niitth  District Jack  C.  Evans.  M.D. 

244  Fairview  Dr..  Lexington  27292  (1982) 


Vice-Councilor Benjamin  W.  Goodman.  M.D. 

24  Second  Ave..  N.E..  Hickory  28601  (1982) 

Tenth  District   Charles  T.  McCullough.  Jr.,  M.D. 

Bone  &  Joint  Clin.,  Doctors  Dr.,  Asheville  28801  (1981) 

Vice-Councilor    W.  Otis  Duck,  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 

Section  Chairmen— 1979-1980 

Anesthesioloiiv Henry  M.  Escue,  M.D. 

P.O.  Box  2444,  High  Point  27261 

Dcrmaioloiix  Gloria  Graham,  M.D. 

702  Broad  Street,  Wilson,  N.C.  27893 

Emen;encv  Medicine Earl  Schwartz,  M.D. 

3465  Dixiana  Lane,  Pfafftown  27040 

Faniilx  Practice  Richard  V.  Liles.  Jr..  M.D. 

320  Yadkin  Street.  Albemarle  28001 

Internal  Medicine    Joseph  D.  Russell.  M.D. 

Carolina  Clinic.  Inc..  Wilson  27893 

Neurological  Suri^erY   Walter  S.  Lockhart.  Jr..  M.D. 

1830  Hillandale  Road.  Durham  27705 

Neurolow  &  Psvchiatrv William  M.  Fowlkes.  Jr..  M.D. 

1209Glendale  Drive,  Raleigh,  N.C.  27612 

Nuclear  Medicine Edward  J.  Easton,  M.D. 

P.O.  Box  2554,  Charlotte  28234 

Obstetrics  &  Gynecolot>y    Edward  Sutton,  M.D. 

1616  Memorial  Drive,  Burlington  27215 

Ophlhaln}iiloi;Y  David  B.  Sloan,  Jr.,  M.D. 

1915  Glen  Meade  Rd..  Wilmington  28401 

Orthopaedics John  A.  Powers.  M.D. 

120  Providence  Road.  Charlotte  28207 

Patholo(;v JOSEPH  B.  DUDLEY.  M.D. 

.3333  Silas  Creek  Parkway,  Winston-Salem  27103 

Pediatrics David  R.  Williams,  M.D. 

Southgate  Shopping  Center,  Thomasville  27360 

Plastic  &  Reconstructive  Siiri;cry    .  .  .  Julius  A.  Howell,  M.D. 

Bowman  Gray.  Winston-Salem  27103 

Public  Health  it  Eduauiini   Ruth  B.  Burroughs,  M.D. 

2024  Quail  Ridge  Rd.,  Raleigh  27609 

Radioloiiv Edward  V.  Staab,  M.D. 

Department  of  Radiology.  UNC.  Chapel  Hill  27514 

Surf;erv A.J.  Dickerson.  M.D. 

1600  N.  Main  St..  Waynesville  28786 

Uroloiiv   Grover  W.  White.  M.D. 

631  Cox  Road.  Gastonia  28052 

Delegates  to  the  American  Medical  Association 

James  E.  Davis.  M.D..  2609  N.  Duke  St..  Ste.  402.  Durham  27704 

—  2-year  term  (January  I.  1979- December  31.  1980) 
John  Glasson.M.D..  2609  N.  Duke  St..  Ste.  301.  Durham  27704  — 

2-year  term  (January  I,  1979-December  31.  1980) 
David  G.  Welton,  M.D..  3535  Randolph  Rd..  lOl-W.  Charlotte 

28211  —  2-year  term  (January  1.  1980-December  31.  1981) 
Frank  R.  Reynolds.  M.D..  1613  Dock  St..  Wilmington  28401  — 

2-year  term  (January  I,  1979-December  31.  1980) 
Louis  deS.   Shaffner.  M.D..   Bowman  Gray.  Winston-Salem 

27103  — 2-year  term  (January  1.  1980-December  31.  1981) 
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Official  Disability  Income  Plan 


V^hat 
It  means 


to  you... 

jur  40th  year 

of  Professionals  Serving  Professionals 

Tieans  the  "HALLMARK  OR  RELIABILITY" the  peace  of  mind  in  knowing  that  there  would  be  adequate 

:ome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

i,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
ar  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
w  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  y  J.  SLADE  CRUMPTON     ' 

j  INCORPORATED  ' 

■  PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  •  3001  Academy  Road  •  P.O.  Box  8500  •  Durham.  N.C.  27707  •  (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  •  N.C.  Dental  •  N.C.  Bar  Groups  •  N.C.  Engineers  •  N.C.  AIA  •  N.C.  CPA's 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  "doctor  shopped"  all  over  town. 

DON'T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  "there"  and  have 
incomplete  information  is  unimportant. 

DON'T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a  possible  complication  or  bad  result  occurs,  it's  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON'T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don't  record  broken  appointments  or  the  patient's  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON'T  seek  a  consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a  patient,  for  without  first 
reviewing  the  chart  or  making  a  sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a  genuine  issue. 

DON'T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a  patient  to  seek  redress  —  against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a  Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO 


BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


Vol.  41,  No.  1 


PRESIDENT'S  NEWSLETTER 
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NO.  8 


JANUARY  1980 


January  is  here  and  pretty  well  entrenched  at  the  time  of  this  writing.  I  hope 
that  everyone  had  a  Merry  Christmas,  and  I  would  like  to  extend  from  the  entire 
staff  at  headquarters  and  myself  wishes  for  a  happy  and  prosperous  new  year. 

Nineteen  eighty  has  much  in  prospect  on  many  fronts  involving  the  Medical  Society. 
I  will  be  in  Charlotte  this  month  to  attend  the  Annual  Faison  Foundation  lecture 
on  the  15th.   I  shall  make  some  remarks  on  my  perception  of  the  importance  of 
being  involved  in  service  to  the  medical  profession  through  Medical  Society  acti- 
vities, and  I  will  pay  tribute  to  some  of  the  Mecklenburg  physicians  who  have 
(and  still  do)  rendered  such  great  service  to  the  other  physicians  in  the  state 
through  Medical  Society  activity.   One  of  the  great  satisfactions  that  I  have 
received  as  President  is  the  willingness  of  the  members  to  serve  on  committees 
or  carry  out  tasks  that  I  have  requested  them  to  do.   This  is  much  of  the  strength 
of  your  Society. 

February  1  and  2  will  find  the  Society  involved  in  the  annual  Leadership  Conference 
again,  in  Charlotte.   There  has  been  some  confusion  in  the  past  as  to  what  this 
conference  is.   Originally  it  was  designed  to  instruct  the  presidents  and 
secretaries  of  the  county  medical  societies  in  their  duties,  but  it  has  evolved 
into  far  more  than  this  over  the  past  few  years.   These  meetings  are  open  to  every 
member  of  the  North  Carolina  Medical  Society.   You  should  certainly  encourage 
your  county  medical  society  officers  to  attend  and  come  yourself.   The  highlight 
of  the  conference  this  year  will  be  speeches  by  Governor  Jim  Hunt  and  former 
Governor  Bob  Scott.   Other  people  will  be  speaking,  and  the  Committee  on 
Communications,  chaired  by  the  very  capable  Liz  Kanof,  M.D. ,  has  outdone  itself 
to  put  together  an  excellent  program.   The  site  has  been  moved  this  year  to  a  more 
western  location  in  response  to  a  much  used  excuse  by  the  Appalachian  M.D.'s  that 
"Raleigh  is  too  far".   Needless  to  say,  we  are  expecting  a  good  turnout  from 
Murphy  to  Mount  Airy. 

The  Executive  Council  will  meet  on  February  3rd,  also  at  Charlotte.   The  agenda 

is  not  yet  fixed  for  this.   March  will  be  fairly  quiet  and  another  Executive  Council 

meeting  will  be  held  in  April  preparatory  to  the  Annual  Meeting  in  Pinehurst. 

Incidentally,  be  sure  to  get  your  resolutions  into  headquarters  early preferably 

before  March  1st. 

The  Annual  Meeting  is  the  highlight  of  each  President's  year.   This  is  when  he 
turns  from  Cinderalla  to  the  Secretary  of  the  Mediation  Committee,  a  metamorphosis 
which  I  am  told  is  roughly  equivalent  to  a  year  long  hangover.   We  keep  score  of 
these  meetings  in  many  ways,  but  the  old  standby  is  attendance.   I  have  set  for 
myself  a  rather  unrealistic  goal  of  1,000  members.   There  are  some  real  goodies  to 
be  had  at  these  annual  meetings.   You  can  meet  with  your  close  peers  in  the  many 
section  meetings,  you  can  meet  with  your  more  distant  peers  in  the  very  excellent 
series  of  lectures  put  on  in  rotation  by  our  four  medical  schools,  or  you  can  rub 
elbows  with  everybody  in  the  scientific  and  technical  exhibits.   You  can  watch  all  or 
part  of  the  nine  hours  of  audio-visual  programs  and  carry  home  continuing  medical 


/ 


education  credits.   And,  unless  you  graduated  from  the  Warsaw  Medical  School,  you, 
will  be  almost  sure  to  spot  a  classmate  or  at  least  many  old  friends.   The  food 

is  excellent,  the  sun  is  usually  warm,  the  golfing  is  good so  consider  checkingj 

in  for  at  least  a  day. 

Buddy  Sohmer,  M.D.,  will  be  installed  as  President  in  May  and  hold  his  first 
Executive  Council  meeting  after  the  Committee  Conclave  week  in  September. 

Two  jaunts  will  be  made  to  AMA  meetings  in  July  at  Chicago  and  December  in  San 
Francisco. 

The  session  on  negotiations  to  be  held  at  headquarters  on  January  19  and  20  has 
been  completely  filled  as  of  before  Christmas.  If  there  are  enough  requests,  a 
second  session  could  be  planned  and  held  later  in  the  year. 

Those  are  the  "milestones".   The  Society  is  going  to  be  very  busy  during  this 
upcoming  election  year.   We  offer  ourselves  as  resource  for  information  to  any 
candidate  asking  for  it.   In  the  matter  of  pushing  the  individual  candidates,  we 
intend  to  remain  neutral.   The  political  arm  of  medicine  in  the  state  is  the 
North  Carolina  MEDPAC  which  is  run  by  its  own  board.   Many  lay  people,  lots  of 
medical  students,  and  even  some  physicians  do  not  know  that  MEDPAC  is  a  separate 
organization  from  the  State  Medical  Society  and  some  even  use  this  misunderstand- 
ing as  an  excuse  not  to  join  the  Society. 

We  will  have  pressures  through  the  year  (a  sort  of  "background  radiation")  from 
State  and  Federal  Medicrats  and  from  Congress  and  our  own  General  Assembly. 
Their  actions  will  need  responses  and  counterpressures   from  us  and  this  is  the 
main  utility  of  medical  societies,  both  state  and  national,  to  the  members  of  the 
profession.   It  is  all  very  nice  to  go  around  sticking  fingers  into  holes  in  the 
dam,  but  your  Medical  Society  is  the  dam  which  remains  taking  the  pressure  and 
exerting  counterpressure   day  after  day,  year  after  year  preventing  the  flood 
that  would  wash  us  away.   To  carry  the  analogy  further;  the  bigger  the  dam,  the 

stronger.   So  it  is  with  your  North  Carolina  Medical  Society  and  the  AMA the 

bigger  the  stronger.   Organized  medicine  needs  us we  need  organized  medicine. 

Get  a  friend  to  join. 

See  you  in  Charlotte. 

Sincerely, 


y^ 


J.  B.  Warren,  M.D. 
President 


V-Cillin  K 

penicillin  V  potassium 

is  the  most 

widely  prescribed 

brand  of  oral  penicillin 


V 


V-CILLIN  K 

C29 


,      Tablets 

;1;-^125,  250,  and  500  mg* 
^'Oral  Solution 

■"  5  and  250_iijaV5  ml 


V-CillinK" 

penicillin  V  potassium 

Description:  V-Cillin  K  is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a  cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 

including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  ii<»ii»i 

•Equivalent  to  penicillin  V. 

Additional  information  available  to  the 

profession  on  request. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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with  symptomatic 
relief  of  moderate  anxiety 
with  depression 


Rapid  relief  of  anxiety 

The  tranquilizer  component  alleviates 
symptoms  of  anxiety  within  a  few  days  without 
apparent  dulling  of  mental  acuity.  Hypnotic 
effects  appear  to  be  minimal,  particularly  in 
patients  permitted  to  remain  active.  However, 
TRIAVIL  may  impair  mental  and/or  physical 
abilities  required  for  the  performance  of 
hazardous  tasks. 

Dependable  antidepressant  action 

The  antidepressant  component  relieves 
symptoms  of  depression  such  as  poor 
concentration  and  feelings  of  hopelessness  as 
well  as  early  morning  awakening;  adequate 
relief  of  symptoms  may  take  a  few  weeks  or 
even  longer. 

for  moderate  anxiety 
with  depression 

np^dual-dctioni® 

Triavu 

containing  perphenazine  and  amitrlptyline  HCI 


Treatment  with  TRIAVIL- 
a  balanced  view 

TRIAVIL  is  contraindicated  in  CNS  depression 
from  drugs,  in  the  presence  of  evidence 
of  bone  marrow  depression,  and  in  patients 
hypersensitive  to  phenothiazines  or 
amitrlptyline.  It  should  not  be  used  during  the 
acute  recovery  phase  following  myocardial 
infarction  or  in  patients  who  have  received  an 
MAOI  within  two  weeks.  Patients  with 
cardiovascular  disorders  should  be  watched 
closely.  Not  recommended  in  children  or  dunng 
pregnancy.  TRIAVIL  may  enhance  the  response 
to  alcohol.  Antiemetic  effects  may  obscure 
toxicity  due  to  overdosage  of  other  drugs  or 
mask  other  disorders.  The  possibility  of  suicide 
in  depressed  patients  remains  until  significant 
remission  occurs.  Such  patients  should 
not  have  access  to  large  quantities  of  the  drug. 
Hospitalize  as  soon  as  possible  any  patient 
suspected  of  having  taken  an  overdose. 


— 2 —    Please  see  the  following  page 
SHARF^    tor  a  brief  summary 
DOHME    of  prescribing  information. 


Coov'igHt  C'  1980  bv  Meick  &  Co .  Inc. 
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by  providing  symptomatic  relief 

of  moderate  anxiety  with  depression 

Triavil 

containing  perphenazine  and  amitriptyline  HCI 

helps  patients  get  back  to  business 

Available: 

TRIAVIL"  2-25:  Each  tablet  contains 

2  mg  perphenazine  and  25  mg  amitnptyline  HCI, 

TRIAVIL"  2-10  Each  tablet  contains 

2  mg  perphenazine  and  10  mg  amitnptyline  HCI 

TRIAVIL"  4-50:  Each  tablet  contains 

4  mg  perphenazine  and  50  mg  amitriptyline  HCI. 

TRIAVIL"  4-25:  Each  tablet  contains 

4  mg  perphenazine  and  25  mg  amitnptyline  HCI 

TRIAVIL"  4-10:  Each  tablet  contains 

4  mg  perphenazine  and  10  mg  amitnptyline  HCI. 

CONTRAINDICATIONS:  Central  nervous  system  depression  from  drugs  (bar- 
biturates, alcohol,  narcotics,  analgesics,  antihistamines):  evidence  ot  bone  mar- 
row depression,  known  hypersensitivity  to  phenothiazines  or  amitnptyline  Should 
not  be  given  concomitantly  with  a  monoamine  oxidase  inhibitor  since  hyperpyretic 
crises,  severe  convulsions,  and  deaths  have  occurred  from  such  combinations 
When  used  to  replace  a  monoamine  oxidase  inhibitor  allow  a  minimum  ot  14  days 
to  elapse  before  initiating  therapy  with  TRIAVIL  Therapy  should  then  be  initiated 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is  achieved. 
Not  recommended  for  use  during  acute  recovery  phase  following  myocardial 
infarction 

WARNINGS:  TRIAVIL  should  not  be  given  concomitantly  with  guanethidine  or 
similarly  acting  compounds  since  TRIAVIL  may  block  the  antihypertensive  action 
of  such  compounds.  Use  cautiously  in  patients  with  history  of  unnary  retention, 
angle-closure  glaucoma,  increased  intraocular  pressure,  or  convulsive  disorders. 
Dosage  of  anticonvulsive  agents  may  have  to  be  increased.  In  patients  with 
angle-closure  glaucoma,  even  average  doses  may  precipitate  an  attack  Patients 
with  cardiovascular  disorders  should  be  watched  closely  Tricyclic  antidepres- 
sants, including  amitnptyline  HCI,  have  been  reported  to  produce  arrhythmias, 
sinus  tachycardia,  and  prolongation  of  conduction  time,  particularly  in  high  doses. 
Myocardial  infarction  and  stroke  have  been  reported  with  tricyclic  antidepressant 
drugs  Close  supervision  is  required  for  hyperthyroid  patients  or  those  receiving 
thyroid  medication  May  impair  mental  and/or  physical  abilities  required  for 
performance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a  motor 
vehicle  In  patients  who  use  alcohol  excessively  potentiation  may  increase  the 
danger  inherent  in  any  suicide  attempt  or  overdosage  Not  recommended  in 
children  or  during  pregnancy 

PRECAUTIONS:  Suicide  is  a  possibility  in  depressed  patients  and  may  remain 
until  significant  remission  occurs.  Such  patients  should  not  have  access  to  large 
quantities  ot  this  drug 

Perphenazine:  Should  not  be  used  indiscriminately  Use  with  caution  in  patients 
who  have  previously  exhibited  severe  adverse  reactions  to  other  phenothiazines 
Likelihood  of  some  untoward  actions  is  greater  with  high  doses  Closely  supervise 
with  any  dosage  The  antiemetic  effect  of  perphenazine  may  obscure  signs  of 
toxicity  due  to  overdosage  of  other  drugs  or  make  more  difficult  the  diagnosis  of 
disorders  such  as  brain  tumor  or  intestinal  obstruction  A  significant,  not  otherwise 
explained,  nse  in  body  temperature  may  suggest  individual  intolerance  to 
perphenazine,  in  which  case  discontinue 

If  hypotension  develops,  epinephrine  should  not  be  employed,  as  its  action  is 
blocked  and  partially  reversed  by  perphenazine  Phenothiazines  may  potentiate 
the  action  of  central  nervous  system  depressants  (opiates,  analgesics,  antihis- 
tamines, barbiturates,  alcohol)  and  atropine  In  concurrent  therapy  with  any  of 
these,  TRIAVIL  should  be  given  in  reduced  dosage  May  also  potentiate  the  action 
of  heat  and  phosphorous  insecticides  There  is  sufficient  expenmental  evidence  to 
conclude  that  chronic  administration  of  antipsychotic  drugs  which  increase 
prolactin  secretion  has  the  potential  to  induce  mammary  neoplasms  in  rodents 
under  the  appropriate  conditions  There  are  recognized  differences  in  the 
physiological  role  of  prolactin  between  rodents  and  humans  Since  there  are,  at 
present,  no  adequate  epidemiological  studies,  the  relevance  to  human  mammary 
cancer  risk  from  prolonged  exposure  to  perphenazine  and  other  antipsychotic 
drugs  is  not  known. 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients  may  experi- 
ence a  shift  toward  the  manic  phase  if  they  are  treated  with  an  antidepressant. 
Patients  with  paranoid  symptomatology  may  have  an  exaggeration  of  such 
symptoms  The  tranquilizing  effect  of  TRIAVIL  seems  to  reduce  the  likelihood  of  this 
effect.  When  amitriptyline  HCI  is  given  with  anticholinergic  agents  or  sympatho- 
mimetic drugs,  including  epinephnne  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required  Paralytic  ileus  may 
occur  in  patients  taking  tricyclic  antidepressants  in  combination  with  anticholiner- 
gic-type  drugs. 


Caution  is  advised  if  patients  receive  large  doses  of  ethchlorvynol  concurre 
Transient  delirium  has  been  reported  in  patients  who  were  treated  with  1  i 
ethchlorvynol  and  75-150  mg  of  amitnptyline  HCI 

Amitriptyline  HCI  may  enhance  the  response  to  alcohol  and  the  effect 
barbiturates  and  other  CNS  depressants. 

Concurrent  administration  of  amitnptyline  HCI  and  electroshock  therapy  i 
increase  the  hazards  associated  with  such  therapy  Such  treatment  shoulc 
limited  to  patients  for  whom  it  is  essential.  Discontinue  several  days  before  elecl 
surgery  it  possible  Elevation  and  lowering  of  blood  sugar  levels  have  both  b 
reported  Use  with  caution  in  patients  with  impaired  liver  function 

ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constituent  al( 
Perphenazine:  Extrapyramidal  symptoms  (opisthotonus,  oculogyric  cr 
hyperreflexia.  dystonia,  akathisia,  acute  dyskinesia,  ataxia,  parkinsonism)  [■ 
been  reported  and  can  usually  be  controlled  by  the  concomitant  use  of  effe( 
antiparkinsonian  drugs  and  /or  by  reduction  in  dosage,  but  sometimes  persist ; 
discontinuation  of  the  phenothiazine. 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  therapy  or  i 
occur  after  drug  therapy  with  phenothiazines  and  related  agents  has  t[ 
discontinued  The  risk  appears  to  be  greater  in  elderly  patients  on  high-c 
therapy  especially  females.  Symptoms  are  persistent  and  in  some  patients  apt, 
to  tie  irreversible  The  syndrome  is  characterized  by  rhythmical  involun 
movements  of  the  tongue,  face,  mouth,  or  jaw.  Involuntary  movements  of 
extremities  sometimes  occur  There  is  no  known  treatment  for  tardive  dyskinfi 
antiparkinsonism  agents  usually  do  not  alleviate  the  symptoms  II  is  advised  thi, 
antipsychotic  agents  be  discontinued  if  the  above  symptoms  appear  If  treatme 
reinstituted,  or  dosage  of  the  particular  drug  increased,  or  another  drug  sui 
tuted,  the  syndrome  may  be  masked  Fine  vermicular  movements  of  the  ton 
may  be  an  early  sign  of  the  syndrome.  The  full-blown  syndrome  may  not  devi 
if  medication  is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching.  eryth€ 
urticaria,  eczema,  up  to  exfoliative  dermatitis);  other  allergic  reactions  (asth 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reactions),  penpf- 
edema,  reversed  epinephnne  effect:  hyperglycemia,  endocrine  disturbar 
(lactation,  galactorrhea,  gynecomastia,  disturbances  of  menstrual  cycle);  alti 
cerebrospinal  fluid  proteins;  paradoxical  excitement:  hypertension,  hypotens 
tachycardia,  and  ECG  abnormalities  (qumidine-like  effect);  reactivation  of 
chotic  processes,  catatonic-like  states;  autonomic  reactions,  such  as  dry  mi, 
or  salivation,  headache,  anorexia,  nausea,  vomiting,  constipation,  obstipa 
urinary  frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a  chL 
in  pulse  rate;  other  adverse  reactions  reported  with  various  phenothia 
compounds,  but  not  with  perphenazine,  include  grand  mal  convulsions,  cere 
edema,  polyphagia,  pigmentary  retinopathy  photophobia,  skin  pigmentation, 
failure  of  ejaculation 

The  phenothiazine  compounds  have  produced  blood  dyscrasias  (pane 
penia,  thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinoph! 
and  liver  damage  (jaundice,  biliary  stasis).  ' 

Pigmentation  of  the  cornea  and  lens  has  been  reported  to  occur  after  long- 
administration  of  some  phenothiazines  Although  it  has  not  been  reporte 
patients  receiving  TRIAVIL,  the  possibility  that  it  might  occur  should  be  consids 

Hypnotic  effects,  lassitude,  muscle  weakness,  and  mild  insomnia  have 
been  reported 

Amitriptyline:  Note:  Listing  includes  a  few  reactions  not  reported  for  this  drug , 
which  have  occurred  with  other  pharmacologically  similar  tricyclic  antidepres ' 
drugs  and  must  tie  considered  when  amitnptyline  is  administered  Cardiova  . 
lar  Hypotension,  hypertension;  tachycardia;  palpitation;  myocardial  intarc 
arrhythmias,  heart  block;  stroke  CNS  and  Neuromuscular  Confusional  stii 
dEturbed  concentration;  disorientation,  delusions;  hallucinations;  exciteni 
anxiety:  restlessness;  insomnia:  nightmares;  numbness,  tingling,  and  parestht  i 
of  the  extremities,  penpheral  neuropathy;  incoordination;  ataxia;  tremors;  i 
zures;  alteration  in  EEG  patterns:  extrapyramidal  symptoms;  tinnitus;  syndron : 
inappropriate  ADH  (antidiuretic  hormone)  secretion.  Anticholinergic  Dry  mc 
blurred  vision;  disturbance  of  accommodation;  increased  intraocular  pressl 
constipation:  paralytic  ileus;  urinary  retention;  dilatation  of  urinary  tract.  Alle: 
Skin  rash;  urticaria:  photosensitization;  edema  of  face  and  tongue.  Hematok: 
Bone  marrow  depression  including  agranulocytosis;  leukopenia;  eosinop : 
purpura:  thrombocytopenia  Gastrointestinal:  Nausea:  epigastric  distress:  v( ' 
mg;  anorexia,  stomatitis;  peculiar  taste:  diarrhea,  parotid  swelling;  black  toni 
Rarely  hepatitis  (including  altered  liver  function  and  jaundice).  Endocnne:  Te; 
ular  swelling  and  gynecomastia  in  the  male;  breast  enlargement  and  galactor  s 
in  the  female;  increased  or  decreased  libido;  elevated  or  lowered  blood  s '. 
levels.  Other  Dizziness,  weakness;  fatigue:  headache;  weight  gam  or  s 
increased  perspiration;  unnary  frequency:  mydnasis:  drowsiness;  alopecia.  11 
drawal  Symptoms  Abrupt  cessation  after  prolonged  administration  may  proc  a 
nausea,  headache,  and  malaise  These  are  not  indicative  of  addiction 
OVERDOSAGE:  All  patients  suspected  of  having  taken  an  overdosage  should 
admitted  to  a  hospital  as  soon  as  possible  Treatment  is  symptomatic  » 
supportive  However,  the  intravenous  administration  of  1  -3  mg  of  physostigijH 
salicylate  is  reported  to  reverse  the  symptoms  of  tricyclic  antidepressant  poin 
mg.  Because  physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigiin 
should  be  repeated  as  required  particularly  if  life-threatening  signs  suciJ 
arrhythmias,  convulsions,  and  deep  coma  recur  or  persist  after  the  initial  dosaijo 
physostigmine.  On  this  basis,  in  severe  overdosage  with  perphenazine-am'p 
tyline  combinations,  symptomatic  treatment  of  central  anticholinergic  effects " 
physostigmine  salicylate  should  be  considered-  J9TR33  (DC661' 

For  more  detailed  information,  consult  your  MSD  Representative  : 

or  see  lull  Prescribing  Information.  IVIerck  Sharp  &  Dohme.  Division       c 
of  Merck  &  Co..  Inc  ..  West  Point.  Pa.  19486.  i 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 

Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month :  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a  business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 

Across  Street  from  Cone  Hospital 

Greensboro,  N.C.  27405 

Tel:  (919)  2753400  or  275-5035 


RURAL  HEALTH  CARG/ 
UPDATE  I980 


Am€rican  Medical 
Association  33rd 
National  Conference 
on  Rural  Health 
Boston,  Massachusetts 
Aprill7-I8,l980 


Don't  miss  this  outstanding  opportunity 
to  update  yourself  on  the  latest  de- 
velopments in  the  delivery  of  health  care 
services  in  rural  areas.  Physicians  can 
earn  up  to  15  hours  of  continuing  medi- 
cal education  credit  by  choosing  from 
over  30  worl<shops,  CME  courses,  and 
general  sessions. 
Write  today  for  complete  information. 


Dept.  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  St. 
Chicago,  IL  60610 


Please  send  me  complete  information  on  the 
33rd  National  Conference  on  Rural  Health, 
April  17-18.  1980. 

Name 


Address  _ 


City, 


State/Zip. 
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CharlotteTreatment  Center 

"OPERATED  BY  PEOPLE  WHO  CARE"— IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  Treatment 
Center  we  believe  that  those  who 
suffer  from  the  treatable  disease 
of  alcoholism,  and  their  families, 
are  entitled  to  the  same  treatment 
and  loving  care  as  those  suffering 
from  any  other  disease. 

We  offer  a  full  range  of 
alcoholism  medical  and  counseling 
services,  including  a  full  time 
Physician,  a  Psychiatrist 
Consultant,  a  professional  staff  of 
Registered  Nurses,  a  Pharmacist 
and  a  professional  counseling 
staff,  most  of  whom  have 
established  excellent  track  records 
in  recovery  themselves.  We  also 
provide  diagnostic  facilities  within 
the  hospital  to  provide  for  on  the 
spot  testing,  quick  results,  and  a 
prompt  diagnosis.  We  provide 
individual  and  group  counseling 
for  the  alcoholic  and  the  family, 
and  a  structured  program  of 
aftercare  which  seeks  to  insure 


longterm,  stable  recovery  through 
intensive  involvement  in  Alcoholics 
Anonymous  and  Al-Anon  Family 
Groups. 

The  Center  is  a  private, 
non-profit  corporation  dedicated  to 
providing  effective  treatment  at  a 
reasonable  cost — treatment  which 
will  restore  the  sick  alcoholic,  and 
the  family  of  the  alcoholic,  to 
sober,  happy  and  rewarding  lives. 


W 


Jamie  Carraway 
Executive  Director 


Rex  R.  Taggart,  M.D. 
Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL (704)  554-0285 


"THE  PHYSICIAN  IS  A 

DECISION  MAKER,  AND  ALMOST 

EVERY  DECISION  HE  MAKES 


COSTS  OR  SAVES  MONEY." 

-Di:  William  Felts.  Past  Pix'sidcnt, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  ai"e  finding  ways  of  holding 
costs  down. 

A  number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  thenr  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a  start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 

hospital  charges  for  routine  lab  tests.  They're  requesting  copies  of  patients' 

hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 

tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients'  hospital 

stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 

Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 

patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients' 

demands  for  unnecessary  medication,  treatment  or  hospitalization. 

Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 
More  physicians  today  realize  what  a  tough  problem  we're  all  faced 

with.  They  know  this  is  a  challenge  for  medicine.  And  that  physicians  are 

in  the  best  position  to  deal  with  and  solve  the  problem. 

'PATIENT  CARE  Magaziiic-Oulkiuk  1977."FaccOff:  Cosl  Conlainmeiit  ^'S.  Cham'.  January  1.  1977. 

Lyle  CB.  vl  al  "Practice  habits  in  a  grmip  of  eight  internists: ANNALS  OF  INTERNAL  MEDICINE  84  (May  1976).  594-601. 

Schrueder  SA.  el  al  "Use  of  laboratory  tests  and  phartnaceuticals:  variation  among  physicians  and  effect  of  cost  audit  on  subsequent  use!'  JOURNAL  OF  THE 

AMERICAN  MEDICAL  .ASSOCIATION  225 1 A  :,g.  20. 1973).  969  73. 
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A  Health  Care  Home  for  the  Deaf  Child 


William  J.  Phelan,  III,  M.D.,  F.A.A.P.,*  and 
Gary  H.  Bachara,  Ph.D.** 


ABSTRACT  Students  enrolled  at 
the  Eastern  North  Carolina  School 
for  the  Deaf  and  primary  care  physi- 
cians practicing  in  the  area  served  by 
the  school  were  surveyed  in  the 
academic  year  1978.  Many  of  the 
children  had  had  inadequate  medical 
evaluations,  had  no  personal  doctor, 
and  often  suffered  from  the  lack  of  a 
high  quality  permanent  health  care 
home.  Physicians  in  eastern  North 
Carolina  admitted  to  having  inade- 
quate medical  knowledge  and  to 
being  uncomfortable  in  the  evalua- 
tion, diagnosis  and  management  of 
deaf  children  and  were  concerned 
about  the  supportive  services  in  their 
areas.  Many  parents  and  physicians 
felt  that  increased  medical  services 
and  direction  from  the  school  would 
be  appropriate.  A  review  of  legisla- 
tive mandates  in  the  Education  for 
All  Handicapped  Children  Act,  char- 
acteristics of  a  health  care  home,  and 
comments  on  the  current  medical 
structure  at  the  school  are  presented. 
Suggestions  for  program  develop- 
ment to  meet  the  medical  needs  of 
these  handicapped  children  are  of- 
fered. 

NORTH  Carolina's  children  with 
profound  deafness  usually  at- 
tend one  of  three  state  residential 


•Former  Infirmary  Consultant 

Eastern  North  Carolina  School  for  the  Deaf 

Carolina  Ginic,  Inc. 

1700  South  Tarboro  Street 

Wilson.  N-C   27893 

"Child  and  Family  Psychologist 

Eastern  North  Carolina  School  for  the  Deaf 

Wilson.  N,C.  27891 

Repnnt  requests  to  Dr.  Phelan 


schools  for  the  deaf  at  Greensboro, 
Morganton  or  Wilson.  Programs  at 
these  institutions  are  designed  to 
provide  for  the  specialized  educa- 
tioniil  needs  of  these  handicapped 
children  but  no  effort  is  made  to 
compile  complete  medical  records, 
evaluate  the  adequacy  and  quality 
of  past  medical,  audiologic  and 
otological  examinations,  or  monitor 
the  appropriateness  of  continuing 
medical  care.  Limited  medical  ser- 
vice is  offered  through  school  infir- 
maries and  no  diagnostic  evalua- 
tions or  workups  are  attempted  or 
expected. 

To  better  understand  the  health 
needs  of  these  students  and  assure 
the  adequacy  of  their  "health  care 
home,"  a  questionnaire  was  sent  to 
the  parents  of  all  340  students  en- 
rollal  at  the  Eastern  North  Carolina 
School  for  the  Deaf  at  Wilson  in  the 
academic  year  1978-79.  A  second 
questionnaire  was  sent  to  all  pri- 


mary care  physicians,  family  prac- 
titioners, pediatricians  and  general 
practitioners  in  the  school's  referral 
area  to  learn  their  opinions  of  their 
own  competency  in  medical  evalu- 
ations and  long-term  follow  up,  the 
adequacy  of  their  knowledge  and 
their  desires  for  bettering  their  edu- 
cation. This  report  summarizes  the 
results  of  this  survey  and  offers  sug- 
gestions for  the  future. 

RESULTS 

Student  Health  Questionnaire 

Three  hundred  and  forty  ques- 
tionnaires were  mailed  to  the 
families  of  students  enrolled  in  the 
Eastern  North  Carolina  School  for 
the  Deaf  in  Wilson.  Within  two 
months  296  (84%)  were  returned. 
Many  forms  were  incomplete:  re- 
sults are  summarized  in  Table  I. 

Personal  family  doctors  were 
available  to  211  students  (71%) 
while  85  (29%)  reported  no  personal 


Table   I:  STUDENT  HEALTH  QUESTIONNAIRE 


Private  Physicians 

Medicaid  or  Insurance 
No  Private  Physicians 

Medicaid  or  Insurance 
Physical  in  2  years 

No  Medicaid  or  Insurance 
Past  Evaluation  of  B.P. 

Urine 

Hgb 
Past  Evaluation  by  Specialist 

ENT  or  Otologist 

Nephrologpst 

Cardiologist 

Psychiatrist 
Desire  Yearly  Physicals  at  ENCSD 
Allow  Multidisciplinary  Team  Evaluation 


YES 

%N0 

N  =  Total  An»wer8 

71 

28 

296 

76 

24 

211 
65 

50 

50 

85 

83 

27 

254 

48 

52 

63 

62 

38 

256 

60 

40 

254 

50 

50 

253 

90 

10 

207 

82 

18 

253 

11 

89 

145 

18 

82 

147 

12 

88 

140 

90 

10 

277 

90 

10 

290 
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physician  other  than  the  pediatri- 
cian at  the  school's  infirmary.  The 
student's  family  doctors  included 
general  practitioners  (32%),  family 
practitioners  (26%)  and  pediatri- 
cians (42%).  Those  without  private 
doctors  tended  to  use  hospital 
emergency  rooms,  public  health 
departments,  and  the  school  infir- 
mary with  equal  frequency  for 
symptomatic  treatment.  Seventy- 
six  percent  of  those  with  private 
physicians  either  had  medical  in- 
surance or  Medicaid  labels,  as  did 
50%  of  those  without  doctors. 

Routine  examinations  had  oc- 
curred within  two  years  in  83%  of 
254  students,  but  of  those  with  no 
insurance  or  Medicaid,  only  48% 
had  been  so  examined.  Sixty-two 
percent  recalled  a  blood  pressure 
measurement,  60%  a  urinalysis,  and 
50%  a  hemoglobin  analysis. 
Eighty-two  percent  of  253  reporting 
had  received  an  ear,  nose  and  throat 
consultation  but  18%  had  never 
seen  this  subspecialist.  Eleven  per- 
cent had  seen  a  nephrologist,  18%  a 
cardiologist,  and  12%  a  psychia- 
trist, the  latter  three  percentages 
based  on  a  much  smaller  response. 
Insurance  or  the  lack  of  it  played  no 
role  in  the  frequency  of  seeing  a 
specialist. 

When  parents  were  asked 
whether  they  desired  yearly  com- 
plete physical  examinations  per- 
formed at  the  Eastern  North  Caro- 
lina School  for  the  Deaf,  248  of  277 
(90%)  responded  affirmatively 
while  29  rejected  the  offer.  When 
asked  about  a  multidisciplinary 
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Confidence  in  General  Knowledge  of  Deafness 
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77 
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Confidence  in  Diagnosing: 
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26 

73 
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36 

54 
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Confidence  in  Providing  Genetic  Counseling 

20 

80 
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Confidence  in  Providing  Long-Term  f^anagement 

27 

73 
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Establisfied  Patterns  of  Referral 

87 

13 
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Local  Support 

66 

Medical  Center 

34 
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21 
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Speecti 
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Developmental  Evaluation 

80 

20 

161 

* 

Psycfiological 

70 

30 
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JIF 

Genetic  Counseling 

36 

64 
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f^ledical  Assessment 

80 

20 
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toa 
sit 

Family  Counseling 

56 

44 

115 

Educational  Institution  Sfiould  Monitor 

Healtfi  Care  of  its  Students 

84 

16 

144 

*p 

Support  Multidisciplinary  Team  Evaluation 

83 

17 

154 

evaluation  by  a  team  of  specialists. 

ers. 

45% 

from  family  practitioners 
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260  responded  yes  (90%)  while  30 

aixl  3 1%  from  pediatric 

ans.  The 

re- 

-iir 

(10%)  responded  no.  Most  negative 

suits  are  summarized  in 

Table  II. 

Of 

it 

responses  were  explained  by  confi- 
dence that  a  local  doctor  had  al- 
ready performed  a  comprehensive 
workup.  Reasons  for  other  negative 
responses  included,  "My  child  is 
not  for  experimenting,"  "She  is 
fine  like  she  is,"  and  "I  see  no  need 
for  it." 

Physician  Questionnaire 

Questionnaires  were  sent  to  all 
primary  care  physicians  (375)  listed 
in  the  registers  of  medical  societies 
in  counties  in  the  area  served  by  the 
Eastern  North  Carolina  School  for 
the  Deaf  (Fig.  1).  One  hundred  and 
sixty-four  (44%)  were  available  for 
study,  24%  from  general  practition- 
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physicians  responding,  77%  re- 
ported a  lack  of  confidence  in  their 
knowledge  of  childhood  deafness ' 
and  their  ability  to  diagnose  deaf-  ^ 
ness  in  infancy  (73%)  and  in  older  ' 
children  (54%).  Confidence  in 
long-term  management  of  such  pa- 
tients was  low  and  73%  were  hesi- 
tant to  assume  such  responsibility. 
Eighty-seven  percent  had  estab- 
lished patterns  of  referral  for  sus- 
pected cases,  66%  using  local 
sources  and  34%  referring  directly 
tomedical  centers.  Respect  for  their 
own  ability  to  provide  genetic  or 
family  counseling  was  low  and  80% 
felt  unable  to  provide  this  service. 
Confidence  in  the  support  of  local 
professionals  in  audiology,  speech, 
developmental  evaluations,  psy- 
chology and  medical  assessments 
was  high  (70%  to  80%  of  respon- 
dents), but  genetic  counseling  was 
considered  inadequate  by  64%  and 
family  counseling  by  44%. 

All  physicians  felt  that  every  stu- 
dent should  have  a  personal  family 
physician  and  82%  thought  that  ex- 
aminations should  be  done  yearly. 
Thirty-two  percent  disagreed  that 
occasional  laboratory  work  such  as 
urine  and  hemoglobin  should  be 
done,  and  26%  did  not  think  that 
frequent  ophthalmological  exami- 
nations were  needed.  The  responsi- 
bility for  assuring  delivery  of  serv- 
ices was  felt  to  be  shared  equally  by 
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local  physicians,  parents,  schools 
for  the  deaf  and  a  school-based 
multidisciplinary  team  for  deafness, 
but  849?  (n=122)  considered  it  ap- 
propriate for  a  state  educational  in- 
stitution such  as  the  School  for  the 
Deaf  to  monitor  the  health  care  its 
students  received  from  outside 
sources.  Eighty-three  percent 
(n=  128)  thought  that  a  school-based 
multidisciplinary  team  of  pediatri- 
cians, pediatric  subspecialists, 
mental  health,  social  work,  au- 
diologic  and  speech  professionals, 
physical  and  occupational 
therapists,  ophthalmologic  and 
genetic  experts  should  be  de- 
veloped. Ninety  percent  of  physi- 
cians wanted  this  specific  report 
and  recommendations  sent  directly 
to  their  offices.  In  general,  most 
physicians  felt  they  would  like  more 
information  from  the  schools  about 
educational,  psychological,  medi- 
cal, audiologic,  and  progress  evalu- 
ations of  students  in  their  practice 
as  well  as  a  variety  of  educational 
materials  provided  by  the  institu- 
tion. 

DISCUSSION 

In  the  United  States  it  is  esti- 
mated that  congenital  deafness  oc- 
curs in  1-1,500  to  1-4,000  births,  but 
is  reported  as  frequently  as  1  in  800 
in  Israel.'  By  school  age,  the  inci- 
dence of  significant  hearing  loss  has 
increased  because  of  the  diagnosis 
of  acquired  disease,  as  well  as  that 
undetected  at  birth.  Recently,  great 
strides  have  been  made  in  the 
understanding  of  syndromes  of 
the  deaf,  genetics,  physical  and 
diagnostic  techniques  as  well  as  in 
technical  aspects  of  audiology, 
radiology  and  surgery.  A  High-Risk 
Register  developed  by  the  Joint 
Commission  on  Newborn  Hearing 
Screenings  has  better  defined  new- 
bom  populations  at  risk.-  New 
diagnostic  techniques  in  au- 
diometry include  evoked  brain  stem 
potentials,  tympanography  and 
cochleography.  Multidirectional 
laminography  now  helps  ex- 
perienced radiologists  detect  mid- 
dle and  inner  ear  malformations 
possibly  amenable  to  surgery.  New 
surgical  techniques  include  tym- 
panostomy tubes,  tympanoplasties, 
myringoplasties,  ossiculoplasties. 


tympanomastoidectomies,  recon- 
structive procedures,  and  cochlear 
and  acoustical  nerve  implants. 

Although  the  initial  suspicion  of 
deafness  remains  the  responsibility 
of  the  primary  care  physician,  it  is 
becoming  apparent  that  the  first 
comprehensive  evaluation  to  de- 
lineate the  types  and  extent  of 
handicaps,  long-term  follow-up  and 
maintenance  of  the  educational  and 
medical  needs  require  the  subspe- 
cialist.  Although  the  causes  of  deaf- 
ness in  childhood  are  multiple,  the 
etiology  can  be  determined  in  more 
than  50%  of  cases,  the  genetically 
transmitted  group  constituting 
15%-25%  while  the  remainder  are 
acquired.''  Acquired  cases  are  sub- 
divided into  a  prenatal  group  (from 
insults  such  as  rubella),  a  perinatal 
group  (from  anoxia,  prematurity  or 
kemicterus)  and  a  postnatal  group 
(those  who  have  had  infections, 
middle  and  inner  ear  diseases  or 
have  received  ototoxic  drugs). 
Many  syndromes  with  congenital  or 
progressive  conductive  or  sen- 
sorineural hearing  loss  are  observed 
and  concomitant  anomalies,  such  as 
congenital  heart  diseases  and 
genitourinary  and  ophthalmological 
abnormalities,  are  frequent. ^-^ 

Primary  care  physicians  are  not 
expected  to  be  aware  of  the  depth  of 
subspecialty  expertise,  but  this 
should  not  deny  any  patient  ex- 
posure to  and  the  benefits  of  mod- 
em concepts,  skills  and  techniques. 
Thus,  in  order  to  guarantee  such 
care,  an  adequate  child  "health  care 
home"  as  described  in  the  report  of 
the  Joint  Child  Health  Planning 
Task  Force**  is  essential  for  the 
coordination  of  all  appropriate 
health  services.  The  report  de- 
scribes an  adequate  health  care 
home  as  having  the  following 
characteristics: 

(1)  A  commitment  to  the  indi- 
vidual with  care  providers  accept- 
ing professional  responsibility  for 
promoting  the  health  care  of  the 
child,  with  advocacy,  outreach  and 
other  efforts  to  provide  access  to  a 
full  continuum  of  services. 

(2)  An  ability  to  provide  all  or 
most  of  the  services  for  health 
supervision,  screening,  outpatient 
diagnosis  and  treatment  on  an  am- 
bulatory basis. 


(3)  Fulltime  accessibility. 

(4)  Service  continuity  with  coor- 
dination of  information  and  service 
to  provide  a  single  care  plan. 

(5)  Comprehensive  record-keep- 
ing. 

(6)  Competent  medical  manage- 
ment under  the  direct  supervision  of 
iui  appropriately  trained  and  in- 
terested physician. 

(7)  Effective  cost  care. 

In  addition,  there  are  responsi- 
bilities which  fall  upon  the  family  of 
the  child: 

(1)  Continued  acceptance  of  and 
contact  with  the  health  care  home. 

(2)  Conformity  with  recommen- 
dations for  prevention  and  promo- 
tion, with  utilization  of  "well- 
child"  services  rather  than  episodic 
treatments. 

(3)  Adequate  information  flow 
and  collation  of  personal  records. 

(4)  Compliance  with  adminis- 
trative requirements  to  facilitate 
cost  effective  operations. 

Physicians  dealing  with  children 
have  been  concerned  with  the  early 
identification  and  prevention  of 
handicaps  and  appropriate  diag- 
nostic and  long-term  follow  up  ser- 
vices have  been  fought  for  with 
variable  success.  Recently  there 
have  been  strong  legislative  man- 
dates concerning  handicapped  chil- 
dren. In  November  1975,  Congress 
passed  the  Education  for  All  Handi- 
capped Children  Act  (public  law 
94-142).  House  Bill  824  (the  Creech 
bill)  is  North  Carolina's  mandatory 
compliance  plan.  The  act  requires 
that  states  provide  a  "free  appro- 
priate public  education"  for  each 
resident  handicapped  child  and  pro- 
tect the  procedural  rights  of  parents 
and  children  in  the  receipt  of  these 
special  educational  services. 
School  systems  must  develop  and 
implement  plans  to:  (a)  identify,  (b) 
locate,  (c)  evaluate,  (d)  place  these 
children  in  suitable  programs  for 
"full  educational  opportunity" 
(Sections  612  and  613).' 

Individual  Educational  Programs 
(lEP)  with  yearly  reassessment  and 
reevaluations  of  a  student's  prog- 
ress and  placement  are  integral  re- 
quirements of  the  law.  The  medical 
counterpart,  which  could  be  called 
"individual  health  programs" 
(IHP),  is  not  required  although  con- 
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gressional  records  define  "neces- 
sary" services  which  may  be  in- 
cluded in  the  educational  plan  as 
"other  supportive  services  as  are 
required  to  assist  a  handicapped 
child  to  benefit  from  special  educa- 
tion .  .  .  speech  pathology  and  au- 
diology,  psychological  services, 
physical  and  occupational  therapy, 
recreation,  early  identification  and 
assessment  of  disabilities  in  chil- 
dren, counseling  services  and  medi- 
cal services  for  diagnostic  evalua- 
tion purposes  .  .  .  school  health 
services,  social  work  services  in 
schools  and  parent  counseling  and 
training.'"" 

Theoretically  such  mandates 
could  almost  force  school  systems 
to  assume  the  roles  of  health  care 
homes,  but  in  practical  terms  it  is 
clear  that  the  burden  of  identifica- 
tion and  evaluation  of  the  handi- 
capped must  be  shared  by  state  and 
private  facilities.  Vigorous  public 
action,  such  as  North  Carolina's 
Child  Find,  complement  the  private 
practitioner  in  identification  and  as- 
surance of  delivery  of  services  to 
such  children. 

The  Eastern  North  Carolina 
School  for  the  Deaf  survey  of  par- 
ents and  physicians  emphasizes  two 
features:  (1)  Many  students  have 
not  had  thorough  diagnostic  medi- 
cal evaluations,  benefits  of  long- 
term  follow-up,  appropriate  diag- 
nostic procedures  and  laboratory 
screens,  and  frequently  lack  per- 
sonal physicians:  and  (2)  physicians 
in  eastern  North  Carolina  admit  an 
inadequacy  in  their  knowledge  of 
deafness,  diagnosis  and  manage- 
ment, and  they  frequently  lack  con- 
fidence in  local  support  in  speech 
pathology,  audiology  and  genetic 
tuid  family  counseling. 

Acknowledging  that  an  array  of 
subspeciality  services  must  be  pro- 
vided to  children  with  handicaps, 
almost  all  parents  agree  that  yearly 
physical  examinations  should  be 
oifered;  both  physicians  and  par- 
ents would  support  comprehensive 
multidisciplinary  screening  and 
clinical  services.  Physicians  feel  it 
not  only  appropriate  for  educational 


institutions  to  monitor  the  health 
Qire  obtained  by  its  students  and  to 
offer  multidisciplinary  evaluations, 
but  also  to  distribute  educational 
materials  on  diagnosis,  screening 
evaluation,  follow-up  and  recent 
advances. 

With  consideration  of  the  signifi- 
cant lack  of  appropriate  evalua- 
tions, basic  laboratory  screens, 
subspeciality  input,  well  child  care 
and  availability  of  personal  physi- 
cians, as  well  as  the  tendency  of 
physicians  and  parents  to  look  to 
the  school  for  medical  and  educa- 
tional leadership,  it  seems  prudent 
to  utilize  these  institutions  as  health 
care  homes.  Unfortunately,  state 
programs  for  the  handicapped  are 
currently  categorical,  relating  to 
specific  types  of  disabilities  such  as 
blindness  and  deafness,  so  that 
major  disabilities  may  not  be  ade- 
quately addressed;  thus  the  total 
health  picture  remains  obscured.  A 
system  of  infirmaries  with  a  con- 
tracted local  doctor  visiting  daily  to 
administer  symptomatic  care  is  cur- 
rently offered.  Historically,  infir- 
mary physicians  have  been  ex- 
pected to  concern  themselves  with 
acute  problems  and  not  with  the 
total  needs  of  students.  A  brief  first 
gi'ade  physical  examination  check- 
list is  filled  out  by  a  local  doctor,  but 
such  an  examination  need  not  be  re- 
peated even  if  the  student  stays 
through  the  12th  grade  of  school. 
Multispeciality  tests,  such  as 
psychological  evaluations,  ex- 
aminations by  otologists,  and 
screens  for  anemia,  hypertension  or 
kidney  diseases  are  desired  but  not 
required.  Past  medical  histories  and 
records  are  not  sought  because  of 
the  large  area  served  by  the  school 
and  the  complexities  of  administra- 
tion. Insufficient  clinical  staff  ren- 
ders the  coordination  of  Individual 
Health  Programs  (IHP)  and  the  In- 
dividual Educational  Programs 
(lEP)  problematic. 

One  hundred  and  forty  (140)  of 
the  three  hundred  forty  (340)  stu- 
dents (45%)  at  the  Eastern  North 
Carolina  School  for  the  Deaf  have 
been   defined    as    "multihandi- 


capped"  with  educationally  signifi- 
cant handicaps  in  addition  to  hear- 
ing loss.  The  vast  majority  of  this 
group  has  been  identified  by  princi- 
pals, teachers,  houseparents,  in- 
firmary staff  and  referring  physi- 
cians, without  the  benefit  of  com- 
plete testing.  We  believe  that  many 
undiagnosed  medical  disorders  re- 
main, some  of  which  are  seriously 
incapacitating  or  potentially  lethal. 
Deaf  children  lack  a  full  spectrum  of 
diagnostic  and  therapeutic  services 
in  other  similar  residential  schools." 
The  benefits  of  the  residential 
schools  for  the  deaf  assuming  the 
responsibility  of  a  health  care  home, 
including  a  comprehensive  evalua- 
tion clinic,  are  many.  Medical  and 
educational  evaluations  of  high 
quality,  tracking,  follow-up,  acces- 
sibility, continuity,  record  keeping 
and  competent  management  by 
those  with  specific  interests  and 
greater  knowledge  in  deafness 
would  be  possible.  Acceptance  of 
parents  and  students  would  be  high 
and  family  counseling  and  educa- 
tion easily  maintained.  Therefore, 
in  agreement  with  surveyed  physi- 
cians and  parents  and  in  view  of  the 
complicated  medical  needs  of  deaf 
children,  we  feel  that  state  school- 
directed  health  care  homes  could 
better  maintain  the  physical,  mental 
;ind  educational  welfare  of  these 
hiindicapped  children  in  the  spirit  of 
recent  congressional  and  state 
legislative  requirements. 
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Polycythemia  of  Renal  Transplantation 


Cyrus  Makoui,  M.D.,  Clifford  L.  Williams,  M.D.,  and 
Jorge  Roman,  M.D. 


ABSTRACT  Polycythemia  is  a 
rare  but  well  recognized  complica- 
tion of  renal  transplantation.  Post- 
transplantation polycythemia  (PTP) 
is  a  true  erythrocytosis,  with  an  in- 
crease in  red  blood  cell  mass,  normal 
plasma  volume  and  normal  or 
slightly  elevated  serum  erythro- 
poietin, and  is  not  related  to  the 
myeloproliferative  disorders.  Its 
etiology  remains  obscure,  although 
renal  cortical  hypoxia  and  slow  re- 
jection have  been  suggested  as  causal 
mechanisms.  It  may  occur  spontane- 
ously or  may  be  associated  with  renal 
artery  stenosis.  The  frequency  of 
thrombo-embolic  complications 
necessitates  aggressive  therapy. 

INTRODUCTION 

ANEMIA,  a  common  finding  in 
recipients  of  renal  allografts,  is 
usually  related  to  long-lasting  renal 
disease,  poor  protein  intake,  de- 
creased renal  production  of  eryth- 
ropoietic stimulating  factor  (ESF), 
presence  of  circulatory  ESF  in- 
hibitory factors,  immunosuppres- 
sive therapy  and  post-operative 
upper  gastrointestinal  bleeding. 

Despite  such  difficulties,  most 
recipients  maintain  a  near  normal 
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hematocrit  and  rarely  develop  true 
polycythemia.  We  report  here  a 
case  of  renal  transplantation,  com- 
plicated by  secondary  poly- 
cythemia, and  review  the  pertinent 
literature. 

CASE  REPORT 

A  39-year-old  white  man  had  at 
age  20  developed  post-strep- 
tococcal  glomerulonephritis.  This 
progressed  to  end-stage  renal  dis- 
ease by  1972.  In  July  1973  he  re- 
ceived his  first  cadaveric  allograft. 
Four  months  later,  rejection  with 
severe  hypertension  necessitated 
nephrectomy  and  maintenance 
hemodialysis.  Uncontrolled  hy- 
pertension prompted  bilateral 
nephrectomy  in  March  1974.  Home 
hemodialysis  was  carried  out  until 
January  1975,  when  a  second 
cadaveric  transplant  resulted  in  re- 
jection in  eight  days.  In  December 
19'/j,  he  received  a  third  allograft 
which  has  functioned  without  signs 
of  rejection.  Eight  months  post- 
transplant,  he  was  hospitalized  for 
progressive  erythrocytosis  which 
had  developed  after  his  last  trans- 
plant. He,  a  nonsmoker  who  resides 
at  an  elevation  lower  than  2,500 
feet,  has  no  family  history  of 
hemoglobinopathy.  Medications  at 
admission  were  hydralazine,  200 
mg/day;  propranolol,  40  mg/day: 
furosemide,  40  mg/day;  prednisone, 
20  mg/day;  azothiaprine,  150  mg/ 
day;  and  multivitamins. 

Examination  revealed  a  cushing- 


noid  appearing  white  male  with 
plethoric  facies,  early  bilateral 
cataracts,  engorged  retinal  veins,  a 
normal  heart  and  lungs,  engorged 
superficial  veins  on  the  arms  and 
legs,  numerous  surgical  abdominal 
scars,  no  abdominal  bruits  and  a 
palpable  transplanted  kidney. 

Laboratory  data:  WBC  9,300 
mm\  Hgb  19.5  g/dl,  Hct  59  vol  %, 
RBC6.42  X  10«/mm\  MCV  91  ^m^, 
MCH  31  /LiiLtg,  MCHC  34  g/dl, 
platelets  200,000/mm-',  red  cell  vol- 
ume 56.8  ml/kg  (normal  25-30), 
plasma  volume  37.8  ml/kg  (normal 
30-45);  Hgb  electrophoresis  adult 
AA.^  pattern;  leukocyte  alkaline 
phosphatase  23  lU  (normal  39-95); 
reticulocyte  count  3.0%,  serum  B,., 
840  pg/ml,  serum  folate  32  ng/ml, 
serum  iron  54  ^tg/dl,  total  iron 
binding  capacity  217  ju,g/dl  (normal 
214-475),  erythropoietin  assay 
(Bio-Science  Lab.  Philadelphia)  38 
mU/ml  (normal  7-36);  p50  24.96  mm 
Hg,  Westergren  erythrocyte  sedi- 
mentation rate  3.0  mm/hr.  Intra- 
venous pyelogram  and  renal  scans 
showed  a  normal,  functioning  allo- 
graft. Bone  marrow  exhibited 
40%-50%  cellularity  with  moderate 
erythroid  hyperplasia  and  mild 
plasmacytosis.  The  myeloid  series 
and  megakaryocytes  were  normal, 
and  no  features  of  polycythemia 
vera  were  present. 

The  patient  has  since  required 
three  phlebotomies  to  maintain  a 
hematocrit  less  than  60  vol  %  and  a 
hemoglobin  concentration  less  than 
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MONTHS   AFTER    TRANSPLANTATION 

Figure  1:  Variation  of  hematocrit,  creatinine  and  treatment  re\.eived  following  transplantation. 


20  g/dl.  The  changes  in  hematocrit 
and  serum  creatinine  are  sum- 
marized in  Figure  1. 

DISCUSSION 

Since  Nies  et  al.,'  first  described 
secondary  polycythemia  after  renal 
transplantation,  more  than  30  cases 
have  been  reported.  Radioisotopic 
studies  have  shown  true  erythro- 
cytosis  with  increased  red  cell 
mass.  Erythropoietin,  when  as- 
sayed, has  been  elevated  or  low.  It 
appears  that  an  adequately  func- 
tioning allograft  is  necessary  for  de- 
velopment of  polycythemia  since 
erythrocytosis  has  not  been  ob- 
served in  patients  who  reject 
acutely;  polycythemia  reaches  its 
peak  145  to  270  days  after  grafting. 
Rarely  have  surgical  complications, 
such  as  renal  artery  stenosis'-  and 
pancreatic  pseudocyst''  been  as- 
sociated with  polycythemia  which 
resolved  following  surgical  correc- 
tion of  these  lesions. 

Post-transplant  polycythemia 
(FTP)  has  been  noted  with  kidneys 
from  both  living  and  cadaveric 


donors.  Wu  et  al..^  reporting  two 
cases  of  true  erythrocytosis,  noted 
that  each  patient  received  a  graft 
from  the  same  cadaveric  donor  and 
postulated  that  the  donor's  kidneys 
contributed  to  the  polycythemia.  In 
a  series  of  60  patients,'^  however, 
this  was  not  observed  in  separate 
recipients  from  the  same  cadaveric 
donor.  Although  our  patient  de- 
veloped polycythemia  after  his 
graft,  the  recipient  of  the  other  kid- 
ney from  the  same  donor  did  not. 

FTP  should  be  distinguished  from 
polycythemia  secondary  to  ESF 
production.  In  paraneoplastic  syn- 
drome, substances  with  ESF 
properties  are  produced.  Cerebellar 
hemangioblastomas,  renal  cell  car- 
cinoma and  uterine  myomas  may 
produce  ESF.  Liver  tumors  may 
cause  increased  production  of  the 
plasma  substrate  necessary  for 
ESF.  Adrenal  cortical  tumors  may 
produce  substances  with  ESF  ac- 
tivity. Most  patients  reported  with 
FTP  have  been  evaluated  for  such 
neoplasms;  none  has  been  detected. 
Varkarakis  et  al.,**  and  lanhez  and 


associates'- "  have  reported  patients 
who,  following  bilateral  nephrec- 
tomies, showed  dramatic  decreases 
in  hemoglobin  concentration,  sug- 
gesting enhanced  ESF  production 
by  the  patient's  own  kidneys.  Fur- 
thennore,  hemoglobin  levels  have 
been  significantly  higher  in  non- 
nephrectomized  patients  than  in 
nephrectomized  patients,  which 
suggests  when  all  three  kidneys  are 
sources  of  ESF,  bilateral  nephrec- 
tomy would  enforce  decreased  ESF 
production.  Selective  renal  vein 
ESF  measurements  would  be  of 
value  in  confirming  this  hypothesis. 
Finally,  excessive  or  aberrant  ESF 
production  may  result  from  de- 
crease or  lack  of  ESF  inhibitors  al- 
though existence  of  such  sub- 
stances is,  at  present,  uncertain. 

Murphy  et  al.,  have  shown  that  in 
the  first  30  days  following  trans- 
plantation, polycythemia  is  usually 
due  to  renal  cortical  hypoxia."  After 
this  period,  chronic  rejection  seems 
to  be  the  major  etiological  factor.'" 
Nellans  et  al.,^  reported  one  case 
where  51-Cr  labeled   isologous 
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human  platelets  were  used  to  dem- 
onstrate remarkable  platelet  se- 
questration in  the  grafted  kidney 
suggesting  a  loss  of  endothelial  in- 
tegrity, causing  local  activation  of 
coagulation  system. 

The  cause  of  polycythemia  in  our 
ciise  is  not  clear,  although  slightly 
increased  ESF  level  in  the  presence 
of  high  hematocrit  and  persistently 
elevated  serum  creatinine  suggest 
slow  rejection,  perhaps  associated 
with  excessive  ESF  production. 

Other  clinical  features  of  PTP  in- 
clude a  spontaneous  return  to  nor- 
m;il  red  cell  volume  in  some  cases 
within  six  to  14  months  although 


others  have  erythrocytosis  for  more 
than  four  years.''  Increased  inci- 
dence of  thromboembolic  phenom- 
enon has  been  noted"  and 
prophylactic  phlebotomy  recom- 
mended. Transformation  to  myelo- 
proliferative disease  has  not  been 
observed.  Further  investigation 
into  the  phenomenon  of  PTP  awaits 
reliable  laboratory  assays  of  ESF 
coupled  with  a  systematic  approach 
to  the  possible  etiologic  factors  out- 
lined herein. 


REFERENCES 

I.  Nies  VA,  Cohn  R.  Schner  SL:  Erythremia  after  renal 
tiansplantalion.  N  Engl  J  Med  271:875-8«8.  1%5. 


2.  Schramek  A.BeKerOS,  AdIerO.  Tuma  S,  Hosmoni  M. 
Br^lai  A.  Chaimowitz:  Hypertensive  crisis,  eryth- 
rxjcytosis  and  uremia  due  to  renal-artery  stenosis  of 
kidney  transplants.  Lancet  1:70-71,  1975. 

1  Gr^ce  DM.  Stiller  CR:  Pancreatic  pseudocyst  and  poly* 
cylhemia  after  renal  transplantation.  Can  J  Surg 
18  444-445    1975 

4  Wu  KK.  Gibson  TP.  Freeman  RM.  Bonner  WW.  Fned 
W,  DcGowin  RL:  Erylhrocytosts  after  renal  transplan- 
tauon.  Arch  Intern  Med  I?2  898-902.  1973. 

5  Nellans  R.  Otis  P.  Martin  DC  Polycythemia  following 
renal  transplantation.  Urology  6  (2):  158-163.  1975. 

6.  Varkarakis  JM.  Sampson  D.  Minard  EA:  Polycythemia 
following  renal  transplantation  unrelated  to  the  allo- 
gnift.  J  Surg  Oncol  3:157-161,  1971 

7.  lanfKZ  LE.  Maspes  V.  Sabbaga  E:  Studies  on  erylh- 
ropoiesis  in  patients  with  renal  failure  and  after  kidney 
transplantation.  Nephron  17:439-448.  1976. 

8.  lanhez  I.E.  DaFonseca  JA.  Chocair  PR.  Maspes  V. 
Sabbaga  E:  Polycythemia  after  kidney  transplantation: 
influcTKC  of  the  native  kidneys  on  the  production  of 
hemoglobulin.  Urol  Im  32:382-392,  1977 

9  Murphy  GP.  Minard  EA.  Johnston  GS,  Schirmer  HKA: 
Conislation  of  renal  metabolism  with  erythropoietin  re- 
lease in  hypertensive  dogs  with  renal  artery  stenosis. 
Invest  Urol  4:372-377.  1%7. 

Mirand  EA.  Murphy  GP"  Erythropoietin  alteration  in 
patients  with  uremia,  renal  allografts,  or  without  kid- 
neys. JAMA  209:392.  1%9. 

Swales  JD,  Evans  DB  Erythremia  in  renal  transplanta- 
tion. Br  Med  J  2:80-83.  1969 


10. 


II 


However  dreames  may  bee  fallacious  concerning  outward  events,  yet  may  they  bee  truly  significant  at 
home,  &  whereby  wee  may  more  sensibily  understand  ourselves.  Men  act  in  sleepe  with  some  confor- 
mity unto  their  awaked  senses,  &  consolations  or  discoureagements  may  bee  drawne  from  dreames, 
which  intimately  tell  us  ourselves.  Luther  was  not  like  to  feare  a  spiritt  in  the  night,  when  such  an 
apparition  would  not  terrific  him  in  the  daye.  Alexander  would  hardly  have  runne  away  in  the  sharpest 
combates  of  sleepe,  nor  Demosthenes  have  stood  stoutly  to  it,  who  was  scarce  able  to  do  it  in  his 
prepared  senses.  Persons  of  radicall  integritie  will  not  easily  bee  perverted  in  their  dreames,  nor  noble 
minds  do  pitifully  things  in  sleepe.  Crassus  would  have  hardly  been  bountifull  in  a  dreame,  whose  fist 
was  so  close  awake.  Butt  a  man  might  have  lived  all  his  life  upon  the  sleeping  hand  of  Antonius. 

There  is  an  Art  to  make  dreames  as  well  as  their  interpretations,  and  physitians  will  tell  us  that  some 
food  makes  turbulent,  some  gives  quiet  dreames.  Cato  who  doated  upon  cabbadge  might  find  the  crude 
effects  thereof  in  his  sleepe;  wherin  the  Egyptians  might  find  some  advantage  by  their  superstitious 
abstinence  from  onyons.  Pythagoras  might  have  more  calmer  sleepes  if  hee  totally  abstained  from 
beanes.  Even  Daniel,  that  great  interpreter  of  dreames,  in  his  leguminous  dyet  seemes  to  have  chosen  no 
advantageous  food  for  quiet  sleepes  according  to  Graecian  physick. 

To  adde  unto  the  delusion  of  dreames,  the  phantasticall  objects  seeme  greater  then  they  are,  and  being 
beheld  in  the  vaporous  state  of  sleepe,  enlarge  their  diameters  unto  us:  whereby  it  may  prove  more  easie 
to  dreame  of  Gyants  then  pygmies.  —  Sir  Thomas  Browne,  Miscellaneous  Writings. 
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Fisher  Syndrome: 
A  Recent  Follow-Up 

Alfred  A.  DeMaria,  Jr.,  M.D.,  and  Larry  W.  Boyles,  M.D. 


ABSTTRACT  Fisher  syndrome  — 
ataxia,  areflexia  and  ophthalmo- 
plegia with  minimal  limb  and  truncal 
weakness  and  elevated  CSF  protein 
—  is  felt  to  be  a  variant  of  Landry- 
Guillain-Barre-Strohl  syndrome 
(LGBS).  However,  Fisher  syndrome 
has  a  presentation  distinct  from 
LGBS  and  might  be  easily  confused 
with  myasthenia  gravis,  thyroid  dis- 
ease, Wernicke's  encephalopathy 
and  even  hysterical  behavior.  We 
present  a  case  of  Fisher  syndrome  in 
a  25-year-old  woman  initially  felt  to 
be  hysterical  and  subsequently  felt  to 
have  myasthenia.  This  case  of  Fisher 
syndrome  represents  only  the  sixth 
adult  female  presented  in  the  medical 
literature  in  English  and  only  the 
seventh  case  in  which  electroneuro- 
diagnostic  studies  are  reported.  The 
argument  is  advanced  that  Fisher 
syndrome  should  be  maintained  as  a 
distinct  clinical  entity  due  to  its  diag- 
nostic, therapeutic  and  prognostic 
implications. 

WE  recently  had  the  opportunity 
to  care  for  a  patient  fulfilling 
the  criteria  of  Fisher  syndrome,' 
that  is,  ataxia,  areflexia  and 
ophthalmoplegia  with  little  or  no 
limb  or  truncal  weakness  and  al- 
buminocytologic  dissociation  in  the 
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CSF.  The  difficulties  encountered 
in  diagnosis  of  the  case  prompted  us 
to  report  it  in  detail  to  emphasize  the 
characteristics  of  this  unique  entity 
which  may  mimic  other  disorders. 

CASE  SUMMARY 

A  25-year-old  schoolteacher  from 
Tennessee,  while  on  vacation  in 
eastern  North  Carolina,  awoke  one 
morning  with  numbness  in  the  fin- 
gers of  both  hands,  double  vision 
;ind  clumsiness.  Her  husband  noted 
that  her  speech  was  slurred.  Three 
days  later,  when  she  went  to  the 
local  emergency  room,  she  was  felt 
to  be  hysterical,  given  intravenous 
diazepam  for  hyperventilation  and 
sent  home.  The  next  day,  her 
symptoms  had  worsened  and  she 
returned  to  the  emergency  room 
and  this  time  she  had  difficulty 
walking  and  swallowing.  Myas- 
thenia gravis  was  now  considered 
the  most  likely  diagnosis  and  she 
was  given  neostigmine,  one  mg  in- 
triimuscularly,  which  did  not  im- 
prove her  symptoms.  She  was  kept 
overnight  for  observation,  and, 
when  her  condition  continued  to 
worsen,  was  transferred  to  N.C. 
Memorial  Hospital. 

Upon  her  arrival,  further  ques- 
tioning revealed  that  she  had  noted 
sore  throat  but  no  fever  for  two 
weeks  before  the  onset  of  her  ill- 
ness. She  had  not  been  immunized 
recently  but  had  participated  in  the 
national  swine  influenza  vaccina- 


tion program  two  years  earlier.  She 
had  no  history  of  toxic  exposure, 
tick  bite,  alcoholism  or  malnutri- 
tion. The  patient  was  alert  and 
oriented,  breathing  very  rapidly  and 
weeping.  Her  temperature  was 
98°F  orally,  her  blood  pressure 
122/82  without  orthostatic  changes. 
Her  general  physical  examination 
was  unremarkable.  Neurologically, 
she  was  noted  to  have  nasal  voice, 
complete  external  ophthalmo- 
plegia, bilateral  ptosis,  mild  bilat- 
eral facial  weakness,  ataxia  of  gait 
and  of  the  limbs,  diffuse  distal  pal- 
lanesthesia, very  little  (if  any)  motor 
weakness,  intact  superficial  re- 
flexes, flexor  plantar  responses 
and  complete  areflexia.  Intraven- 
ous edrophonium  (10  mg)  yielded 
no  improvement.  Lumbar  puncture 
revealed  one  lymphocyte  and  a  pro- 
tein of  20  mg9f.  Other  laboratory 
studies  were  entirely  unremarkable. 
The  patient  was  admitted  to  the 
intensive  care  unit  for  observation. 
She  developed  complete  bilateral 
facial  paralysis  as  well  as  intermit- 
tent upper  airway  obstruction,  but 
she  required  no  respiratory  assis- 
tance. Within  five  days,  minimal 
horizontal  and  vertical  eye  move- 
ments were  possible,  speech  and 
swallowing  had  improved,  and 
some  reflexes  were  barely  elicita- 
ble:  she  was  then  transferred  to  the 
neurology  ward.  Gradually  her 
ataxia  and  sensory  disturbances 
cleared  to  the  point  that  she  could 
feed  herself  and  walk.   Lumbar 
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puncture  on  the  1 0th  hospital  day 
was  normal  except  for  nine  lympho- 
cytes and  a  protein  of  398  mg%. 
Electrodiagnostic  evaluation  re- 
vealed absent  ulnar  and  markedly 
reduced  median  sensory  responses 
jand  normal  motor  responses 
throughout;  the  facial  motor  latency 
was  borderline  at  four  msec.  At  time 
of  discharge  three  weeks  after  ad- 
mission, she  still  had  only  minimal 
reflexes  and  eye  movements  and 
profound  facial  weakness. 


REVIEW  AND  CRITIQUE 
OF  THE  LITERATURE 

Ophthalmoplegic  and  ataxic  var- 
iants of  acute  idiopathic  polyradi- 
culoneuropathy were  described  as 
early  as  the  1930s,--  '•  ^  but  it  was  not 
until  1956  that  Fisher'  emphasized 
the  classic  triad  of  ophthalmo- 
plegia, ataxia  and  areflexia  in 
the  absence  of  limb  and  truncal 
weakness.  Fisher  himself  recog- 
nized the  relationship  to  Landry- 
Guillain-Barre-Strohl  syndrome 
(LGBS)  and  we  too  consider  this 
entity  within  the  spectrum  of 
LGBS.  However,  as  Fisher 
stressed  the  diagnostic  dilemma  im- 
posed when  limb  and  truncal  motor 
function  are  grossly  intact,  we  as- 
sert that  this  syndrome  should  stand 
as  a  separate  clinical  entity. 

Table  I  summarizes  the  adult 
cases  of  this  syndrome.  We  did  not 
include  in  our  review  several  cases 
reported  as  Fisher  syndrome  due  to 
atypical  features  which  we  feel  do 
not  fit  the  strict  criteria  outlined  in 
Fisher's  original  report.  Cases  3  and 
10  of  Elizan  et  al,-  had  significant 
quadriparesis  necessitating  trache- 
ostomy. Munsat  and  Barnes"  re- 
ported three  adults  who  did  not  fit 
the  description  of  Fisher  syndrome: 
case  2  had  normal  reflexes,  case  4 
had  no  ataxia  and  a  normal  CSF 
protein  and  case  5  had  normal  re- 
flexes and  CSF  protein  and  no 
ataxia.  Goodwin  and  Poser's  case'" 
had  significant  limb  weakness.  In 
these  cases,  the  patients  were  in  all 
other  respects  very  similar  to  the 
purer  forms  of  Fisher  syndromes 
included  in  our  table,  but  they  prob- 
ably represent  a  continuum  of  man- 
ifestations of  acute  idiopathic  poly- 
radiculoneuropathy with   Fisher 
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syndrome  being  at  the  extreme  end 
of  the  spectrum. 

This  syndrome  has  been  reported 
at  all  ages  up  to  80  years.  In  adults, 
19  males  and  6  females  have  now 
been  reported,  too  small  a  number 
to  indicate  any  sexual  predilection. 
The  disease  has  been  preceded 
(from  a  few  days  to  a  few  months) 
by  a  respiratory  infection  (viral  or 
otherwise)  in  15  instances,  gas- 
trointestinal illness  in  two  (one 
patient  had  both  respiratory  and 
gastrointestinal  symptoms),  vacci- 
nation in  two  (one  of  whom  had 
respiratory  symptoms  and  had  had  a 
vaccination),  parturition  in  one,  and 
vague  complaints  in  two.  In  tlve 
cases  no  predisposing  event  was 
recorded.  The  disease  usually  be- 
gins with  unsteadiness  and/or  dip- 
lopia (20  cases),  although  two  pa- 
tients initially  had  paresthesias,  two 
had  visual  difficulties  besides  dip- 
lopia, and  one  had  ptosis.  All  de- 
veloped ataxia,  hyporeflexia  and 
ophthalmoplegia  at  some  time  dur- 
ing their  course  (in  one  patient,  re- 
flexes were  not  reported,  but  the 
rest  of  the  course  was  typical),  not 
necessarily  concurrently.  None  had 
significant  limb  or  truncal  motor 
weakness,  although  a  few  had 
transient  minimal  deficits  in 
strength. 

CSF  protein  was  unreported  in 
one  case,  normal  in  four  (although 
only  one  determination  was  per- 
formed in  each),  questionable  in  one 
due  to  traumatic  tap,  and  elevated 
up  to  398  mg%  at  some  point  in  the 
illness  in  19.  Usually,  cerebrospinal 
fluid  examined  early  in  the  course  of 
the  disease  was  normal  (up  to  day  8 
of  the  illness  in  one  patient).  The 
timing  of  the  peaks  of  protein  eleva- 
tion could  not  be  accurately  deter- 
mined from  the  data  given;  the  pro- 
tein remained  elevated  as  long  as  50 
days  after  the  onset  of  the  illness, 
although  usually  by  this  time  a  de- 
crease had  already  begun.  Elec- 
trodiagnostic studies,  where  avail- 
able, showed  nothing  abnormal  in 
four  patients,  facial  fibrillations  in 
two  and  evidence  of  denervation  in 
four. 

The  duration  of  the  illness  is  dif- 
ficult to  determine  due  to  inade- 
quate follow-up  and  differences  in 
criteria  for  "resolution"  (complete 


in  some  and  partial  in  others).  In 
general,  patients  are  usually  well 
enough  to  be  discharged  from  the 
hospital  within  a  month  and  almost 
;ill  have  had  complete  or  very  nearly 
complete  resolution  in  three  to  six 
months.  Only  one  patient  required 
respiratory  assistance;  no  deaths 
have  resulted.  In  14  of  the  cases, 
no  therapy  was  reported.  Edropho- 
nium, neostigmine  and/or  prostig- 
mine  were  tried  without  benefit  in 
eight,  vitamins  were  given  to  three 
(two  of  whom  also  received  ed- 
rophonium or  neostigmine)  with  no 
effect.  Steroids  were  tried  in  two 
patients  with  "improvement,"  but 
in  view  of  the  course  of  the  disease 
process,  these  results  must  be  con- 
sidered ambiguous. 

Most  patients  also  had  involve- 
ment of  cranial  nerves  other  than 
those  supplying  extraocular  mus- 
cles, most  commonly  the  seventh; 
dysarthria  also  occurred  in  a  few 
patients.  Sensory  dysfunction  was 
usually  mild  if  present  and  usually 
involved  deep  (especially  palles- 
thesia) rather  than  cutaneous  sensi- 
bility. Superficial  reflexes  were 
usually  preserved.  Bowel  and  blad- 
der dysfunction  has  not  been  re- 
ported although  one  patient  had  loss 
of  anal  sensation  and  penile  erec- 
tion. Autonomic  dysfunction  may 
be  present  and  EEGs  may  be  nor- 
mal or  abnormal  (usually  mild 
slowing  posteriorly  or  diffusely; 
rarely  focal).  The  sensorium  is  only 
mildly  affected,  if  at  all;  alterations 
of  the  sensorium  should  prompt  a 
search  for  another  cause.  Pares- 
thesias, even  without  objective  sen- 
sory changes,  are  common  at  some 
point  in  the  disorder,  and  headaches 
and  orbital  pain  occasionally  occur. 
Internal  ophthalmoplegia  may  ac- 
company external  ophthalmo- 
plegia. 

Several  cases  of  Fisher  syndrome 
have  been  reported  in  children  as 
well.^""  Since  preparation  of  this 
manuscript.  Price  et  al  have  pub- 
lished in  the  Cleveland  Clinic 
Quarterly  (45:24-252,  1978)  a  case 
report  of  a  3 '/2-year-old  boy  with 
classical  Fisher  syndrome  and  re- 
viewed this  disease  in  children. 

DISCUSSION 

Since  Fisher  described  this  syn- 
drome in  1956,  we  feel  there  have 
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Re^Author/Year 

Cas€#/Age/Sex 


Preceding  Event/ 
Mode  of  Onset' 


TABLE  1 

Adult  Cases  of  Fisher  Syndrome 

CSF  protein  (mg^rl/Approx.  Duration/ 
NCV/EMG  Therapy-ResulU 


(1)  Fisher.  1956 
I.  45  M 


3.  63  M 


pharyngitis;  unsteadiness 
pneumonia;  unsteadiness 

pneumonia;  HA  and  diplopia 


(14)  Smith  &  Walsh,  1956 

1.  38  M  pharyngitis;  dizziness 

and  diplopia 

2.  63  M  coryza.  pharyngitis;  paresthesias 

(7)  Neubert.  1958 

19  F  parturition;  difficulty  reading 


(15)  Hynes,  l%t 
46F 


influenza  vaccine 


(8)  Van   Allen    &    MacQueen.  1964 

2.  62  M  fever,  abd,  pain,  anomesia 

HA/ataxia  and  opthalmoplegia 
4.  36  M  NR;  staggering 

(16)  Patel,  et  al.  1966 

1.  80M  NR;  unsteadiness 

(2)  Elizan.  et  a!.,  1971 

1.  27M  pharyngitis;  diplopia 


NR;  diplopia 

cough;  diplopia;  paresthesias  and 

incoordination 
NR;  giddiness  and  numbness 

NR;  diplopia  and  eye  pain 
recurrent  flu-hke  illness 

and  vaccmation;  weak,  unsteady, 

cramps  and  paresthesias 
Malaise;  diplopia  and  HA 

H.Flu  pneumonia;  HA  and  bluired 

vision 
grippe-like  illness;  paresthesias 


(I7)Gottschalk,  et  al..  1976 

1.  17  M  pharyngitis;  diplopia 


2. 

68M 

4. 

19  M 

5. 

39  M 

6. 

7. 

54M 

57F 

8. 

30M 

9 

60F 

II. 

56F 

2.  24  M 

3.  65  M 


(18)  Guiloflf.  1977 
1.  70  M 


present  case 
25  F 


coryza  and  diarrhea;  diplopia  and 

clumsiness 
myalgia  and  cough;  ptosis 


pharyngitis;  unsteady 


Pharyngitis;  paresthesias, 
unsteadiness  and  ptosis 


pharyn^tis;  diplopia 

incoordination  and  paresthesias 


36-348;  NR  12  wks;  vitamins — none 

NR;  NR  7  wks;  NR 


35;  NR 


12  wks;  neostigmine  and  vitamins — none 


45-72;  NR  60  d;  neostigmine — none 

50.7-97.5;  NR  88  d;  neostigmine— none 

"nr'-3(X);  NR  1  mo.;  cortisone — improved 

"nl"-159;  NR  85  d;  Prostigmine— none 


71;  facial  NR;  NR 

fibrillations 

210;  facial  NR;  NR 

fibrillations 

109;  "denervation"      6  mos;  Tensilon  &  thiamine — none 


43-138; 

NR 

5  wks;  NR 

31;  NR 

8  wks;  NR 

94;  NR 

4  wks;  NR 

30;  NR 

6  wks;  prostigmine- 

-none 

58-85;  NR 

3  wks;  NR 

100-147 

NR 

40  d;  NR 

44-61;  nl  except  1  mo;  NR 

absent  H-retlex 
40-52';  NR  39  d;  NR 


62-95;  nl 


32  d;  NR 


77;  nl  30  d;  NR 

33;  nl  106  d;  NR 

50;  NR  40  d;  NR 


120;  "consistent  32  d;  Tensilon — none 

with  LGBS" 


40-140;  "consistent      40  d;  ACTH-improved 
with  LGBS" 


20-398;  see  text  undetermined  at 

present;  Tensilon — none 


paresthesias,  pain,  ophthalmoplegia  and 
areflexia  also  occurred 
lethargy  occurred  transiently;  also  ophthal- 
moplegia and  areflexia;  received  antibiotics  prior 
to  onset. 

ataxia  and  areflexia  later  developed;  received 
antibiotics  pnor  to  onset, 

paresthesias  and  hyporeflexia  also  occurred; 
received  antibiotics  prior  to  onset, 
dysarihna.  diplopia,  ataxia  and  areflexia  also 
occurred:  received  antibiotics  pnor  to  onset. 

hysteria  initially  suspected;  paresthesias;  ataxia 
and  areflexia  developed;  also  some  alteration  of 
sensorium  occurred  transiently. 

also  had  HA.  paresthesias,  dysphonia.  dysarthria 
and  areflexia;  required  tracheostomy  and 
ventilator. 

EEG-excessive  theta;  hyporeflexia  and 
pallanesthesia  present. 

areflexia  and  opthalmoplegia  occurred;  EEG- 
decreased  voltage  nght  side;  mentally  retarded. 

mild  sensory-deficit,  ophthalmoplegia 
areflexia  occurred. 

hyporeflexia  and  ataxia  present;  also  found  to 
have  sinusitis  and  pneumonia,  nl 
pneumoencephalogram. 

paresthesias.  HA,  ataxia  hyporeflexia  &  pall- 
anesthesia occurred, 
status  of  reflexes  not  reporied. 

EEG-nl;  ataxia,  areflexia  and 

ophthalmoplegia  present. 

EEG-nl;  ataxia  and  areflexia  present. 

no  objective  morot  deficits;  ataxia,  areflexia  and 

ophthalmoplegia  present. 

EEG-nl;  ataxia  and  areflexia. 

ataxia  and  areflexia  present. 

EEG-nl;  ataxia,  areflexia  and  ophthalmoplegia 
developed;  history  of  similar  illness  29  years 
previously. 

bilateral  orbital  pain;  areflexia  and  ataxic  muscle 

strength 

hypalgesia  down  to  T4;  areflexia  EEG-"slight 

posterior  abnormalities;"  ?  muscle  strength 

ataxia,  areflexia  &  ophthalmoplegia 

occurred;  ?  muscle  strength 

complicated  by  previous  Bell's  palsy.  limb 
areflexia.  syphilis,  strokes  and  episodes  of 
paresthesias;  ophthalmoplegia  areflexia  and  palla- 
nesthesia occurred. 

complicated  by  loss  of  anal  sensation  and  penile 
erection;  areflexia.  opthalmoplegia  and  mild 
sensory  dysfunction  were  present. 

areflexia;  hyperventilation  initially  suspected. 


••2nd  value  obtained  via  traumatic  tap. 

"if  "Mode  of  Onset"  contains  complaint  specifically  referable  to  a  system,  e.g.,  diplopia,  the  corresponding  sign  is  not  repeated  under  "comments.* 

NR  =  none  reporied 

HA  =  headache 

LGBS  =  Landry-Gulllain-Barre-Strohl  syndrome 

nl  -  normal 
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been  24  bona  fide  cases  in  adults  in 
the  medical  literature  in  English. 
Our  case  represents  the  25th  adult, 
the  sixth  female,  and  only  the 
seventh  case  with  electroneuro- 
diagnostic  studies. 

Our  patient  met  the  criteria  for 
Fisher  syndrome  —  ataxia,  are- 
flexia  and  ophthalmoplegia  with  no 
significant  limb  or  truncal  weak- 
ness. Although  the  initial  CSF  pro- 
tein was  normal,  a  repeat  examina- 
tion on  the  10th  day  of  the  illness 
showed  it  to  be  markedly  elevated. 
Our  patient  also  had  facial  weak- 
ness, ptosis,  paresthesias,  pallan- 
esthesia, a  nasal  voice,  dysphagia 
and  mild  transient  upper  airway 
distress. 

As  Fisher  emphasized,'  this  en- 
tity closely  mimics  other  disorders 
with  more  serious  prognostic  and 
therapeutic  implications.  Brain 
stem  vascular  or  neoplastic  disease 
maybe  suspected;  in  fact,  Goodwin 
and  Poser's'"  patient  (we  felt  he  did 
not  represent  pure  Fisher  syn- 
drome) initially  received  heparin 
therapy.  It  must  be  kept  in  mind  that 
the  absence  of  long  tract  signs  and 
significantly  altered  sensorium 
should  make  one  suspect  Fisher 
syndrome.  Acute  myasthenia  must 
be  considered,  and,  in  fact,  many 
patients  did  receive  an  anti- 
cholinesterase test  dose.  This  is  not 
a  bad  practice,  but  myasthenia 
never  affects  pupillary  function. 
Botulism  and  diphtheria  should  al- 
ways be  considered.  Probably  the 
most  difficult  distinction  to  be  made 
is  from  Wernicke's  encepha- 
lopathy, which  presents  with 
ataxia,  ophthalmoplegia  and 
peripheral  neuropathy:  the  history 
may  be  revealing  in  the  latter  case, 
but  if  not,  remember  that  the 
ophthalmoplegia  in  Wernicke's  is 
rarely  complete  and  the  sensorium 
is  often  affected;  intravenous 
thiamine  is  virtually  innocuous  and 
offers  a  quick  diagnostic  test.  Fi- 


nally, as  in  our  case,  the  patient  may 
be  mislabeled  as  hysterical,  with 
potentially  serious  consequences. 
An  additional  factor  confounding 
the  diagnosis  is  the  variability  in  the 
course  of  the  illness  and  the  tran- 
sient nature  of  clinical  or  laboratory 
abnormalities.  As  is  evident  from 
the  table,  the  CSF  protein  and  nerve 
conduction  studies  may  be  normal 
early  in  the  course;  hyporeflexia, 
ataxia  and  ophthalmoplegia  may  be 
transient  and  missed  by  a  single 
exam.  The  importance  of  a  series  of 
physical  exams  and  laboratory 
studies  is  evident. 

When  ataxia  and/or  ophthalmo- 
plegia accompanies  more  charac- 
teristic LGBS,  i.e.,  peripheral 
weakness,  etc.,  the  diagnosis  is  rel- 
atively easy.  In  the  absence  of  pe- 
ripheral weakness,  however,  the 
diagnosis  and  benign  course  of  the 
disease  may  be  easily  missed 
without  a  high  index  of  suspicion. 
Patients  may  undergo  unnecessary 
invasive  studies  such  as  arteriog- 
raphy or  receive  potentially 
hazardous  therapy  such  as  heparin. 
Therefore,  we  believe  this  entity 
should  be  maintained  as  a  distinct 
clinical  entity  because  of  its  unique 
presentation,  rather  than  being  con- 
sidered just  another  variant  of 
LGBS.  On  the  other  hand,  Fisher 
syndrome  is  not  a  diagnosis  made 
lightly;  we  are  aware  of  at  least  one 
case  (L.  A.  O'Tuama,  personal 
communication)  in  which  this  label 
was  applied  to  a  patient  who  was 
subsequently  found  to  have  a  brain 
stem  lymphoma. 

In  conclusion,  we  believe  that  all 
these  patients  should  receive  an  in- 
travenous edrophonium  test  and,  if 
the  history  is  at  all  suspicious  for 
alcoholism  or  malnutrition,  in- 
travenous thiamine.  Lumbar 
punctures  and  electrodiagnostic 
studies  may  be  helpful.  Although 
only  one  patient  has  required  re- 
spiratory assistance,  we  feel  that  all 


must  be  monitored  closely  for  re- 
spiratory decompensation  and 
treated  early  and  aggressively  if  this 
occurs.  Autonomic  dysfunction 
should  be  looked  for  and  complica- 
tions arising  from  prolonged  immo- 
bility must  be  guarded  against. 
Treatment  is  merely  supportive.  As 
in  LGBS,  the  use  of  steroids  is  con- 
troversial." '■'  We  do  not  recom- 
mend steroids  since  the  disease  is 
self-limiting,  steroids  have  not  been 
proven  efficacious  and  they  may 
lead  to  serious  side  effects  or  a 
steroid-dependent  state. 
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brand  of 

dmetidine 

'  How  Supplied:  •  ^ 

Pale  green  300  mg.  tablets 

botde>  oi  KV  and  Single  Unit  Packages  of  KV 

(intended  lor  institutioivl  y>e  cmlyl- 

Injection.  300  mg./2  ml.. 

in  single-dose  vials 

and  in  S  nal.  multiple-dose  vials, 

—  ,  both  in  packages  of  10. 

SK&F  LAB  CO. 

a  SmithKline  compan« 


.-y^-^ 


^W^M^i 


^Av-^';iiv 


^well-tolerated,  nonnarcotic  prescription  for  pain 


in 


'■M'n-'^ 


-«« 


-"*j«-itaM(St*-»j,'"  M  i:  <"■ 


No 


364 


-Q3t 


Motrin  ^'' 
ibuprof^^ 

One   (1)^'. 
as  nee 


e^' 


c? 


i)  1979  The  Upjohn  Company 


Motrin  now  proved  an 

effective  analgesic 

for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 

Time  after  drug  administration  (hour)  .5123 


Mean  relief- 
of-pain  scores* 
(No.  patients 
reporting) 


Motrin  400  mg  .89  1.25  1.36  1.28  1.19 

ibuprofen  (108)         (108)         (108)         (107)         (106) 


Darvon    65  mg  .66  .99  1.13  .99  .80 

propoxyphene  (lOO)         (99)  (96)  (96)  (96) 


Statistical  significance  p<0  02       p<0.01        p<0.05       p<0.02      p<0.002 

*0  =  No  relief         1  =  Partial  relief        2  =  Complete  relief  Data  on  file  atThe  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 
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ibuprcfen,  Upjohn 

•  Not  a  narcotic  •  Not  addictive  •  Not  habit  forming 

•  Rapid  analgesic  action  •  Indicated  in  acute  and  chronic  pain 

•  Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 

Please  turn  the  page  for  a  brief  summary  of  prescribing  information. 
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Motriri^Cibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin'  Tablets  (Ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rtieumatoid  arttiritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARrJINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  IVlotrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a  history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann  Bleeding  has  been  reported  in  patients  taking  li/lotrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 
Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal;  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,-  heartburn;' 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermalologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  'luid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 
'Incidence  3%  to  9%. 
Incidence  less  than  1  in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermalologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causa/  relations/i/p  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermalologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine;  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal;  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 
Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 
Mild  to  moderate  pain:  400  mg  every  4  to  6  hours  as  necessary  for  relief  of  pain. 
Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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ZYIOPRIM 

the  original  (allopurinol) 

100  and  300  mg  ^^ 
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The  name 

Zyloprim 

is  now 

imprinted  on 

each  tablet. 
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line  drawings.  The  name  of  the  first  author,  the  figure 
number  and  the  top  of  the  figure  should  be  written 
lightly  in  pencil  on  the  back  of  each  print.  Legends  are 
to  be  typed  consecutively  for  each  figure  on  a  separate 
sheet.  If  illustrations  have  appeared  elsewhere,  per- 
mission for  reproduction  from  both  the  author  and 
publisher  must  accompany  the  manuscript. 

Reviewing 

All  manuscripts  are  read  by  the  editor.  Most  of  them 
are  also  reviewed  by  members  of  the  editorial  board  or 
other  referees.  Constructive  comments  by  these  re- 
viewers will  be  returned  to  authors  who  will  usually  be 
notified  within  one  month  of  receipt  of  the  manuscript 
of  editorial  action.  Editorial  correspondence  should 
be  directed  to: 

Editor 

NORTH  CAROLINA  MEDICAL  JOURNAL 

300  S.  Hawthorne  Road 

Winston-Salem,  North  Carolina  27103 

THE  BARD  IS  NOT  ALWAYS  BARD-PARKER 

"Poetiy  has  become  one  .  .  .  of  many  therapies" 

James  Atlas' 

Poetry  isn't  particularly  popular  in  the  20th  Century 


although  "Anyone  for  Tennyson"  found  a  devoted 
audience  for  a  year  or  so  on  public  television.  Still  we 
have  at  least  1,550  poets  on  call  through  a  New  York 
clearinghouse,  with  a  toll  free  number,  and  many  more 
seeking  identity.  Atlas  suggests  that  the  free  verse  of 
the  physician-poet,  William  Carlos  Williams,  seemed 
so  simple  that  self-expression  through  poetry  was  just 
around  the  corner  for  everybody.'  And  self- 
expression  is  of  course  one  of  the  ultimate  therapies, 
as  we  learned  in  the  '60s. 

There  is  a  need  for  good  poetry,  though,  to  satisfy 
the  intrinsic  rhythms  of  the  human  mind.  Epics,  sagas, 
psalms  come  from  the  time  of  bards  of  capacious 
memory  and  the  balladeers  of  Nashville  still  satisfy 
those  rhythms.  Poetry  can  be  epic,  lyrical,  rhymed  or 
free  so  it  can  surely  be  therapeutic.  Therapeutic 
poetry  doesn't  have  to  be  good  and  it  certainly  has  no 
license  to  endure  but  it  may  really  help  many  find  a 
great  deal  of  satisfaction.  For  example,  the  poet,  Ken- 
neth Koch,-  has  tapped  the  poetic  spirit  of  adults  in 
nursing  homes,  people  with  scant  material  ex- 
pectations and  little  knowledge  of  the  arts.  By  ap- 
pealing to  their  memories,  he  was  able  to  diminish 
their  self-consciousness  and  isolation  by  encouraging 
them  to  write  verse.  The  finished  products  are  re- 
markably good  and  the  new  poets  obviously  enjoyed 


TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a  wfiolesome 
atmosphere  forthe  man  or 
woman  with  a  drinking  problem 


Individual  counseling  and  group 
therapy  are  provided  forthe 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 

A  private  non-profit  JCAH  accredited  psychiatric  hospital 


A  nature  trail  for  hiking  and  meditation 
Winds  through  nearly  a  mile  of  beautifully 
wooded  area. 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 

guests. 


A  medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a  fully  equipped  infirmary, 

FELLOWSHIP  HALL /v< 

P,  O.  Box  6929  •  Greensboro,  N  C.  27405  •  919-621-3381 

Located  ott  U  S   Hwy   No   29  al  Hicone  Road  Exil  6' :  miles 

north  of  downtown  Greensboro   N  C  Convenient  to  1-85   1-40 

U  S  421    US  220  and  Itie  Greensboro  Regional  Airport 

Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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their  encounter  with  the  EngHsh  language.  Writing  or 
even  reading  poetry  might  be  better  than  the  tri- 
cyclics or  the  phenothiazines  for  many  people.  The 
problem  is  convincing  them  that  poetry  can  be 

liberating. 

J.H.F. 

References 

1.  Atlas  J:  Poetry  Cornered.  New  Republic.  November  2.''.  1978,  pp  9-12. 

2.  Koch  K:  I  Never  Told  Anybody.  Teaching  Poetry  Writing  in  a  Nursing  Home.  Vintage 
Books,  New  York,  1978,  261  pages. 


DOWN  HOME:  LET'S  TURN  TURTLE 

Last  March,  the  North  Carolina  Senate  saw  fit  with 
a  single  dissension  to  make  the  eastern  box  turtle  the 
state  reptile,  a  decision  duly  marked  by  our  newspa- 
pers. A  few  senators  were  available  for  favorable 
comment  about  the  bill. 

The  Senate  of  course  had  to  limit  itself  to  reptiles 
resident  within  the  border  of  the  state  so  the  process  of 
selection  was  not  as  tedious  as  it  would  have  been  in 
the  United  Nations.  Imagine  that  august  body  agree- 
ing which  of  6,000  species  in  the  world  should  be 
named  as  the  earth's  official  reptile.  Such  an  action  by 
the  U.N,  really  might  be  more  appropriate  than  it 
seems  at  first  glance.  After  all.  the  reptiles  which  rest 
comfortably  in  the  evolutionary  ladder  between  fish 
and  mammals  were  the  first  vertebrates  to  leave  the 
water  for  life  on  land.  Numbered  among  them,  all 
cold-blooded,  are  snakes,  lizards,  skinks,  turtles, 
crocodiles  and  the  tuatara,  which  lives  off  the  coast  of 
New  Zealand  and  is  the  last  survivor  of  the  ancient 
reptiles  which  included  dinosaurs. 

Reptiles  remind  us  of  many  things  and  some,  par- 
ticularly snakes  and  iguanas,  provoke  unjustifiable 
loathing  in  many.  The  snake  in  particular  has  acquired 
mythological  significance  and  symbolic  prominence 
as  well  as  considerable  stature  in  the  Garden  of  Eden 
and  elsewhere.  Since  the  snake  is  supposed  to  have 
offered  Eve  the  apple  of  knowledge,  repfiles  might  be 
considered  emblematic  of  education.  Darwin  was 
deeply  fascinated  by  the  reptiles  he  found  on  the 
Galapagos  archipelago  and  devoted  several  pages  in 
The  Voyage  of  the  Beagle  to  descriptions  of  iguanas 
and  tortoises.  Earlier,  in  1620,  the  settlers  of  Ber- 
muda, famed  as  a  source  of  inspiration  for  Shake- 


speare's wondrous  play,  "The  Tempest,"  passed  a 
law,  the  first  in  the  new  world  to  protect  endangered 
species,  to  save  the  turtle. 

Now  nearly  360  years  later  our  government  has 
revealed  its  intentions  to  follow  the  Bermudans  in 
protecting  turtles,  particularly  the  sea  turtle  which 
hasn't  yet  decided  whether  it  prefers  water  or  land  and 
so  migrates  between  the  two.  After  two  years,  at  an 
expense  of  over  $500,000,  a  plan  has  been  worked  out 
in  Washington  which  will  allow  two,  not  one,  bureaus 
to  protect  that  species.  The  Department  of  Interior's 
Fish  and  Wildlife  Service  will  be  responsible  for  tur- 
tles on  land,  while  the  Commerce  Department's  Na- 
tional Oceanic  and  Atmospheric  Administration  will 
supervise  their  behavior  at  sea, '  It  is  unclear  who  has 
jurisdiction  between  the  high  and  low  water  marks. 

The  Communicable  Disease  Center  has  a  role  in 
policing  land  turtles  because  some  are  carriers  of  sal- 
monella organisms  but  apparently  has  not  been  invited 
to  share  responsiblity  for  the  sea  turtle.  Thus  it  will 
avoid  conflict  with  the  Departments  of  Interior  and 
Commerce. 

While  no  data  are  at  hand  to  indicate  whether  the 
box  turtle  is  a  salmonella  carrier,  the  selection  of  that 
creature  as  our  state  reptile  is  disappointing.  It  is 
really  too  late  to  protest  but  the  historical  significance 
of  the  snake  and  its  prominent  role  in  medicine 
through  the  centuries  make  it  a  much  better  candidate, 
worthy  of  the  support  of  all  physicians.  It  all  goes  back 
to  the  Greeks  who  considered  snakes  sacred  to 
Asklepios,-  the  god  of  medicine  and  of  Greek  physi- 
cians. The  single  snake  and  staff  were  recognized  as 
the  insignia  of  our  profession  even  then  and  were 
symbolic  of  the  mystery  of  the  cold  reptile  in  the  midst 
of  warm  life  and  of  the  transition  between  dark  and 
light,  life  and  death.  So  we  have  in  a  sense  failed  our 
obligation  in  allowing  the  box  turtle  to  become  the 
official  reptile  of  North  Carolina.  If  we  cannot  im- 
peach the  turtle  and  install  the  snake,  we  can  at  least 
be  vigilant  lest  someone  in  higher  places  establish 
kudzu  as  our  official  state  vine, 

J.H.F. 


1.  Save  the  bureaucracy  or  the  sea  turtle?  Science  20.^:1097,  1979. 

2,  Kerenyi  C:  .Asklepios,  .Archetypal  Image  of  the  Physician's  Existence.  New  York, 
Pantheon  Books,  Bollenijin  Senes  I, XV  3.  19.'>9. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Baig,  Mirza  Moin.  MD.  (IM)  503  Bethel  Road.  Morganton  28655 
Bailey.  Mr.  George  Tillman.   Ill   (STUDENT)   109  Kenan  St.. 

Chapel  Hill  27514 
Beck.  Frederick  C.  (STUDENT)  2417  Rosewood.  Winston- Salem 

27103 
Boiling.  Ralph  Randal.  MD.  (RESIDENT)  5132  Kenwood  Road. 

Durham  27705 
Bumey.  Donald  Patrick.  MD.  (CD)   1016  Professional  Village. 

Greensboro  27401 
Cline,  James  Alexander.  MD,  (EM)  1317  Fairway  Terrace,  Rocky 

Mount  27801 
Dierinizer,  Ms.  Cindy  Sue  (STUDENT)  250  S.  Estes  Dr.  #61, 

Chapel  Hill  27514 
Eifrig.  David  Enc,  MD,  (OPH)  UNC  Dept.  of  Oph,  Chapel  Hill 

27514 
Fitzgerald,  Dwight  M.,  MD.  Rt.  #3.  Bo\  331.  Hickory  28601 
Goldston.  Joseph  Perry.  MD.  (PD)  103  W.  27th  St..  Lumberton 

28358 
Gores.Mr.  Paul  Farrell  (STUDENT)  2836  Chapel  Hill  Rd.  Apt  17-1. 

Durham  27707 
High.  William  Lank,  Jr.,  MD.  (N)  2006  Williamson  Dr.,  New  Bern 

28560 
James.  Charles  Greene,  MD,  (IM)  951  S.  Independence  Blvd.. 

Charlotte  28202 
Janosko.  Edward  Orestes.  II.  MD.  (U)  224  King  George  Road. 

Greenville  27834 
Jennette.  John  Charles.  MD,  (PTH)  UNC.  Dept.  of  Pathology. 

Chapel  Hill  27514 
Kaldy.  Ms.  Patricia  Marie,  (STUDENT)  305  Hawthorne  Rd.  SW. 

Winston-Salem  27103 
Khatri,  Dave.  MD.  (FP)  86  Victoria  Road.  Asheville  28801 
Kriner.  Arthur  Frederick.  MD.  (R)  P.O.  Box  13005,  Greensboro 

27405 
Margolis.  Jeffrey  Alan.  MD.  (RESIDENT)  3541   Pinetree  Dr.. 

Memphis,  Tenn.  38118 
Marr.  Mr.  Alan  Bland  (STUDENT)  1 100  W.  Church  St..  Elizabeth 

City  27909 
McCormick,  John  Thomas.  MD.  (ORS)  233  Main  St..  SW,  Lenoir 

28645 
Peters.  Mr.  Bryan  Maclin  (STUDENT)  Box  2844.  Duke  Med.  Ctr., 

Durham  27710 
Reid.  Mr.  James  E.  (STUDENT)  609  W.  Cypress  St..  Elizabeth 

City  27909 
Renaldo.  Donald  Philip.  MD.  (OPH)  1900  Randolph  Road.  Char- 
lotte 28207 
Rennick.  Mr.  John  H..  Jr.  (STUDENT)  207  Wheeler  St..  Wades- 

boro  28170 
Roloson.  Mr.  Garv  James  (STUDENT)  2506  Shenandoah  Ave. 

Apt.  I.  Durham  27704 
Rosner.  Ms.  Diane  Ruth  (STUDENT)  2039  Storm  Road.  Winston- 
Salem  27103 
Rothstein.  Manfred  S.  (D)  1308  Medical  Drive.  Fayetteville  28304 
Singletary.  William  Vance.  Jr.  MD  (IM)  306  S.  Gregson  St..  Dur- 
ham 27701 
Sisko.  Frank  Edward.  MD.  (AN)  llOBarkerSt.  Apt.  B.  Lumberton 

28358 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowmiui  Gray.  Duke.  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix.  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
prognuns  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I  credit  toward  the  AMA's  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A  credit.  Where  AAFP credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  "place"  and  "sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion." 

PROGRAMS  IN  NORTH  CAROLINA 

February  1-2 

Clinical  Urology 

Fee:  $100 

Credit:  9  hours 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

February  1-2 

1980  Leadership  Conference 

Place:  Sheraton  Inn.  Chariotte 

Sponsor:  North  Carolina  Medical  Society.  Committee  on  Com- 
munications 

For  Information:  Mr.  Dan  Finch.  Executive  Assistant.  Communi- 
cations. North  Carolina  Medical  Society.  P.O.  Box  27167. 
Raleigh  2761 1 

February  13 

"Adolescent  Psychiatric  Problems  in  Primary  Care  Practice" 

Place:  Pitt  County  Memorial  Hospital.  Greenville 

Fee:  $15 

Credit:  3  hours;  AMA  Category  I:  AAFP  approval  requested 

For  Information:  F.  M.  Simmons  Patterson.  M.D.,  Assistant  Dean 

for  Continuing  Medical   Education.  East  Carolina  University 

School  of  Medicine.  Greenville.  27834 

February  13 

Cardiovascular  Surgical  Update 

Place:  Lee  County  Hospital,  Sanford 

Fee:  $6 

Credit:  V/i  hours 

For  Information:  R.  S.  Cline,  M.D.,  Directorof  Continuing  Medical 

Education,  Lee  County  Hospital.  106  Hillcrest  Drive,  Sanford 

27330 

March  5-8 

Internal  Medicine  1980 

For  Information:  William  Wood.  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 
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March  5-8 

Acid  Base  Balance  Workshop 

Fee:  $150 

Credit:  18  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  12 

"Family  Practice  Refresher  Course" 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3  hours;  AMA  Category  1;  AAFP  approval  requested 

For  Information:  F.  M.  Simmons  Patterson,  M.D..  Assistant  Dean 

for  Continuing  Medical  Education,   East  Carolina  University 

School  of  Medicine,  Greenville,  27834 

March  12 

Practical  Office  Orthopedics  for  the  Family  Physician 

Fee:  $40 

Credit:  4  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  14-15 

Physical  Illness  and  Marital  Health 

Place:  Williamsburg,  Virginia 

Fee:  $40 

Credit:  9  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  15-16 

Anesthesia:  1980  Selected  Topics 

Fee:  $75 

For  Information:  William  Wood,   M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 


March  17-21 

5th  Annual  Family  Medicine  Program  (Review  Course) 

Fee:  $250 

Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  19 

Update  on  Antihypertensives 

Place:  Lee  County  Hospital,  Sanford 

Fee:  $6 

Credit:  3'/2  hours 

For  Information:  R.  S.  Cline,  M.D..  Directorof  Continuing  Medical 

Education,  Lee  County  Hospital,  106  Hillcrest  Drive,  Sanford  i 

27330 

March  20-21  I 

A  Symposium  on  the  Regulation  of  Cell  Proliferation  —  The  4th 

Annual  Symposium  of  the  Cancer  Research  Center 
Place:  Clinic  Auditorium 
Sponsor:  The  Cancer  Research  Center,  Endocrinology  Training 

Program,  Department  of  Pediatrics  and  Medicine,  and  Burroughs 

Wellcome  Company 
For  Information:  Mimi  Minkoff,  Cancer  Research  Center,  Box  30, 

MacNider  Building,  202-H,  UNC  School  of  Medicine,  Chapel 

Hill  27514 

March  21-22 

The  Chemistry  and  Biology  of  Heparin 
Place:  Holiday  Inn,  Chapel  Hill 
Fee:  $150 
Credit:  17  hours 

For  Information:  Roger  L.  Lundhlad,  Ph.D.,  919-966-1564,  Chapel 
Hill 

March  28 

Childhood  Cancers  —  Diseases  Treated  in  Partnership 
Place:  Burroughs  Wellcome,  Research  Triangle  Park 
Sponsor:  American  Cancer  Society 
Fee:  None 
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HOLLY  HILL  HOSPITAL— A  HOSPITAL 

COMMUNITY 


— A  Private  Psychiatric  Hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  20  Psychiatrists 

— Short,  Intermediate  and  long-term  treatment 
programs  tailored  to  each  patient's  needs 

— Psychiatric  Consultation  and  hospitalization 
on  a  24-hour  basis 


'■^^^m 


For  further  Information,  please  contact: 

Mr.  Chff  Christiansen,  Administrator 

Dr,  Nicholas  Stratas,  Medical  Director 

3019  Falstaff  Road 

Raleigh,  North  Carolina  27620 

(919)  755-1840 
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For  Information:  Lorraine  Williams,  Box  2985,  Duke  University 
Medical  Center,  Durham  27710 

March  29 

Medical  Alumni  Weekend  Scientific  Session 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine.  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

April  9 

Current  Topics  in  Infectious  Diseases'" 
Place:  Pitt  County  Memorial  Hospital,  Greenville 
Fee:  $15 

Credit:  3  hours;  AMA  Category  I:  A.AFP  approval  requested 
For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education.  East  Carolina  University 

School  of  Medicine.  Greenville  27834 

April  11-12 

Frank  R.  Lock  OB/GYN  Symposium 

Fee:  $125 

Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  12 

Update  in  Ophthalmology 

Place:  Berryhill  Hall 

Fee:  $30 

Credit:  3  hours 

For  Information:  William  Wood.  M.D..  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

April  16 

Annual  Symposium  on  Diabetes 

Credit:  5  hours 

For  Information:  William  Wood,  M.D..  Director  of  Continuing 

Education.  UNC  School  of  Medicine.  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

April  17 

9th  Annual  Symposium  —  Renal  Disease 

For  Information:  William  B.  Hunt.  Jr..  M.D..  Symposium  Director. 
P.O.  Box  2157.  New  Bern  28560 

April  18 

2nd  Annual  Health  Law  Forum 

Place:  Pitt  County  Memorial  Hospital 

Credit:  5  hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education.  ECU  School  of  Medicine, 

P.O.  Box  7224,  Greenville  27834 

April  25-26 

Third  Carolina  Ocutome  Workshop 

Fee:  $300 

Credit:  13  hours 

For  Information:  William  Wood,  M.D..  Director  of  Continuing 

Education.  UNC  School  of  Medicine.  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

April  25-26 

Practical  Pediatrics 

Fee:  $35 

Credit:  9  hours 

For  Information:  Emery  C.  Miller,  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  28-May  2 

Nuclear  Cardiology 
Fee:  $500 
Credit:  44  hours 

Forlnfonmation:  Robert  H.  Jones,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 

April  29-30 

How  to  Attack  Pain 

Place:  McKimmon  Center,  North  Carolina  State  University 

Fee:  $45 

Credit:  8  hours  AMA  Category  1,  A  AFP  approval  requested 

For  Information:  Rose  Mary  Jones,  North  Carolina  State  Univer- 
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sity.  Division  of  Continuing  Education,  P.O.  Box  5125,  Raleigh 
27650  (919)  737-2261 

May  1-4 

126th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard,  Executive  Director.  North 
Carolina  Medical  Society.  P.O.  Box  27167,  Raleigh  27611 

May  5-9 

8lh  Annual  Tutorial  Postgraduate  on  Abdominal  Imaging 
Sponsor:  Department  of  Radiology.  DUMC 
Fee:  $300 
Credit:  30  hours 

Forlnfonmation:  Robert  Mcl.elland.  M.D..  Radiology  —  Box  3808, 
Duke  University  Medical  Center.  Durham  27710 

May  5-9 

Radiology  of  the  Gastrointestinal  Tract 
Place:  Ramada  Inn.  Durham 
Credit:  30  hours 

For  Information:  Robert  McLelland.  M.D..  Radiology-Box  3808, 
Duke  University  Medical  Center.  Durham  27710 

May  7-8 

Breath  of  Spring.  "80  —  Respiratory  Care  Symposium 

Fee:  $35 

Credit:  9  hours 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine.  Win- 
ston-Salem 27103 

May  16 

Pediatrics  Day 

Place:  Pitt  County  Memorial  Hospital 

Credit:  5  hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education,  ECU  School  of  Medicine, 

P.O.  Box  7224,  Greenville  27834 

May  16-17 

Intraocular  Lens  Workshop  —  Number  Three 

Place:  Berryhill  Hall 

Fee:  $500;  limited  to  30  participants 

Credit:  16  hours 

For  Information:  William  Wood,  M.D..  Director  of  Continuing 

Education.  UNC  School  of  Medicine.  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

May  21-23 

Raney  Visiting  Professorship  in  Orthopaedic  Surgery  Lectures 
For  Information:  William  Wood.  M.D..  Director  of  Continuing 

Education,  UNC  School  of  Medicine.  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

May  23-25 
9th  Annual  Pediatric  Pulmonary  Disease  Conference 
Fee:  $40 
Credit:  12  hours 

For  Information:  Alexander  Spock,  M.D.,  P.O.  Box  2994.  Duke 
University  Medical  Center,  Durham  27710 


ITEMS  OF  SPECIAL  INTEREST 

March  9-16 

Postgraduate  Course  in  Sports  Medicine 

Place:  Intercontinental  Hotel.  Maui.  Hawaii 

Credit:  25  hours 

Sponsors:  Center  for  Sports  Medicine  of  Northwestern  University 
Medical  School  and  North  Carolina  Department  of  Public  In- 
struction 

For  Information:  Marianne  Porter.  Center  for  Sports  Medicine, 
2-063,  303  E.  Chicago  Avenue.  Chicago.  Illinois  60611 

March  11-15 

Radiology  Postgraduate  Course 
Place:  Hyatt  Regency  Hotel.  Waikiki  Beach.  Hawaii 
Fee:  $275 
Credit:  30  hours 

For  Information:  Robert  McLelland.  M.D..  Radiology-Box  3808, 
DUMC,  Durham  27710 
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March  29-30 

Miinagement  of  Patients  with  Terminal  Cancer 

Place:  Shoreham  Americana  Hotel,  Washington,  D.C, 

Fee;  $150 

Credit:  12  hours 

For  Information:  1980  Cancer  Symposium,  L.ombardi  Cancer  Re- 
search Center,  3800  Reservoir  Road,  N.W.,  Washington,  D.C. 
20007 

April  17-19 

American  Cancer  Society  National  Conference  Cancer  Prevention 
and  Detection 

Place:  Palmer  House,  Chicago 

Fee;  None 

Credit:  l4'/2  hours 

For  Information:  Nicholas  G.  Bottiglieri,  M.D.,  American  Cancer 
Society,  National  Conference  Cancer  Prevention  and  Detection, 
777  Third  Avenue,  New  York,  New  York  10017 


PROGRAMS  IN  CONTIGUOUS  STATES 

February  12 

Team  Building  —  A  Belter  Way  to  Supervise 

Place:  Ramada  Inn  Central,  Atlanta 

For  Information:  Susan  F.  McAvoy,  Division  of  Education,  Medi- 
cal Association  of  Georgia,  938  Peachtree  Street,  N.E.,  Atlanta, 
Georgia  30309 

February  13-14 

Starting  Your  Practice 

Place:  Ramada  Inn  Central,  Atlanta 

Sponsor:  Medical  Association  of  Georgia 

For  Information:  Susan  F.  McAvoy,  Division  of  Education,  Medi- 

c;il  Association  of  Georgia,  938  Peachtree  Street,  N.E.,  Atlanta, 

Georgia  30309 

February  29-March  I 

Annual  Meeting  —  Virginia  Chapter  —  American  Academy  of 

Pediatrics 
Place:  Williamsburg  Conference  Center,  Williamsburg,  Virginia 


For  Information:  Ann  Johanson,  M.D.,  Program  Chairman,  De-< 
partment  of  Pediatrics,  Box  386,  University  of  Virginia  Medical' 
Center,  Charlottesville,  Virginia  22908  i 

March  12-13 

St;irting  Your  Practice 

Place:  Ramada  Inn  Central,  Atlanta 

For  Information:  Susan  F.  McAvoy,  Division  of  Education,  Medi- 
cal Association  of  Georgia,  938  Peachtree  Street,  N.E..  Atlanta, 
Georgia  30309 

April  10-13 

Newer  Concepts  in  Techniques  in  Radiology 

PUtce:  Holiday  Inn  1776,  Williamsburg,  Virginia 

Fee:  $175 

Credit:  14  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

April  27 

Prevention,  Detection  and  Management  of  Complications  Follow- 
ing Abdominal  Surgery 

PUice:  Marriott  Hotel,  Atlanta 

Sponsor:  Southeastern  Surgical  Congress 

Credit:  8  hours  AMA  Category  I 

For  Information:   The   Southeastern   Surgical  Congress,  3151 
Boulevard,  N.E.,  Suite  500,  Atlanta,  Georgia  30312 

April  28-30 

48th  Annual  Southeastern  Surgical  Congress  Assembly 
Place:  Marriott  Hotel,  Atlanta 
Credit:  28'/2  hours  AMA  Category  I 

For  Information:  The  Southeastern  Suergical  Congress,  315  Boule- 
vard, N.E.,  Suite  500,  Atlanta,  Georgia  30312 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  "WHAT?  WHEN?  WHERE?",  P.O.  Box 
27167,  Raleigh  2761 1 .  by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A  "Request  for  Listing"  form  is  available 
on  request. 
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CHECK  YOUR  WAITING  ROOM. 

DO  THE  BRIEFCASES  OUTNUMBER  THE 
MEDICAL  CASES? 


^ 


A  great  way  of  life. 


S> 


You're  familiar  with  them  by  now  —  attor- 
neys, accountants  and  salesmen  —  all  in- 
terested in  your  time  and  money. 

They  represent  modern  business.  And,  if 
you're  like  many  physicians,  you're  probably 
spending  a  greater  percentage  of  your  time 
each  year  as  a  businessman  ...  at  the  ex- 
pense of  your  practice. 

We  provide  well  staffed,  modern  facilities, 
an  excellent  program  of  compensation,  and 
opportunities  for  professional  growth  and 
specialization. 

Equally  important,  we  provide  an  environ- 
ment in  which  you  may  practice  medicine. 
And  that's  what  vour  life  is  about. 

For  complete  information  contact: 
AF  FHeaith  Professions  Recruiting, 
P.O.  Box  27566,  Raleigh,  N.C.  27611. 
919-755-4134.  Please  Call  Collect. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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AUXILIARY  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


"Don't  let  your  body  go  to  pieces  .  .  .  Shape  up  for 
ife.  —  This  is  brought  to  you  by  the  American  Medical 
Association  Auxiliary."  Across  the  land,  in  big  cities 
:uid  little  hamlets,  television  is  airing  this  public  ser- 
vice announcement.  It  is  eye-catching  and  provoca- 
tive—  a  pledge  to  the  people  of  America  that  the  right 
arm  of  the  medical  profession,  the  wives  and  husbands 
of  physicans  and  surgeons,  have  banded  together  to 
help  promote  better  health  for  the  nation. 

In  view  of  such  an  exciting  venture,  it  is  surprising 
that  we  do  not  have  100%  membership  in  the  North 
Carolina  Medical  Society  Auxiliary.  The  spouses  of 
ithe  professionals  in  this  state  alone  have  become  ac- 
tively involved  in  promoting  preventive  medicine  in 
all  age  groups  while  being  equally  concerned  with 
righting  such  wrongs  as  child  abuse,  drug  addiction 
iind  neglect  of  the  lonely,  the  aged  and  handicapped. 
Boring?  Busy  work?  Intelligent,  enterprising,  innova- 
tive people  don't  stand  still  for  boring,  busy  work. 
These  are  the  people  who  are  helping  to  raise  millions 
of  dollars  for  medical  education  and  bombarding 
legislators  on  state  and  national  levels  to  pass  sound 
legislation  supportive  of  the  practice  of  medicine 
without  undue  meddling  and  restraint. 

A  young  doctor's  wife  from  a  relatively  small  com- 
munity in  South  Carolina  told  me  of  a  recent  attempt 
b\  HEW  to  establish  three  medical  centers  in  that 
state  where  people  with  everything  other  than  minor 
cuts  and  bruises  and  common  viruses  would  be  re- 
teired.  In  essence  it  would  have  made  triage  doctors 
out  of  all  those  practicing  outside  the  appointed  areas 
and  would  have  forced  the  public  to  be  treated  away 
from  home.  It  was  difficult  to  get  the  busy  physicians 
to  take  the  time  to  fight  this  insidious  legislation ,  so  the 
members  of  the  medical  auxiliary  took  it  upon  them- 
selves to  combat  it.  They  wrote  the  letters  and  at- 
tended the  necessary  meetings  and  their  organization 
paid  off.  The  plan  was  abandoned — for  the  time  being 
• —  but  they  are  ever  alert  to  the  next  attempt  which 
they  feel  is  bound  to  come. 

It  can  come  to  North  Carolina,  too,  and  when  it  does 
the  North  Carolina  Medical  Society  Auxiliary  will  be 
prepared  to  fight.  We  have  been  well-trained  in  semi- 
nars and  workshops  and  we  will  be  ready. 

There  are  50  organized  county  medical  auxiliaries  in 
North  Carolina.  We  welcome  Avery  County,  which 
recently  joined  our  ranks.  It  only  takes  two  or  three 
physicians'  spouses  to  organize  an  auxiliary  with  all 
the  attendant  advantages  of  doing  so.  Where  there  is 
not  an  organized  auxiliary,  however,  individual 
spouses  can  become  members-at-large  and  take  part 
in  excellent  state  programs  which  can  benefit  them 
and  their  communities. 

Membership  is  number  one  on  the  agenda  of  the 
North  Carolina  Medical  Society  Auxiliary.  In  order  to 


join,  contact  your  local  medical  auxiliary.  If  there  isn't 

one,  call  or  write  me: 

Mrs.  Hampton  Hubbard 
State  Membership  Chairman 
102  Country  Club  Circle 
Clinton,  N.C.  28328 
(919)  592-7885 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Bum  care  experts  and  rehabilitation  specialists 
from  throughout  the  country  gathered  in  Chapel  Hill 
Sept.  lO-l  I  for  a  symposium  on  "Rehabilitation  of  the 
Burned  Patient." 

The  symposium,  sponsored  by  the  American  Burn 
Association  and  hosted  by  the  N.C.  Jaycee  Burn 
Center,  covered  almost  every  aspect  of  rehabilitating 
the  burned  patient  —  from  acute  care  and  reconstruc- 
tive surgery  to  the  support  that  can  be  offered  by 
therapists,  psychiatrists,  chaplains  and  social  work- 
ers. 

"After  surgery,  the  burned  patient  must  go  through 
excruciating  psychological  adjustment,"  said  Patricia 
Mieszala,  a  burn  nurse  from  Chicago.  "It's  an 
agonizing  feeling,"  she  said.  "They  think,  absolutely 
no  one  will  know  what  I've  been  through." 

Dr.  Norman  Bernstein,  director  of  child  psychiatry 
at  the  University  of  Illinois,  said,  "We  all  have  com- 
plicated and  changing  self-images,  but  burn  surgery 
changes  people  dramatically." 

The  symposium,  aimed  at  helping  burn  care  teams 
deal  with  these  sorts  of  problems,  also  addressed  the 
difficulty  patients  have  with  costs,  cosmetics,  going 
back  to  work  and  school  and  facing  families  and 
friends. 


When  a  small  child  thinks  of  his  body  as  nothing 
more  than  a  bag  of  bones  and  blood,  how  do  you 
explain  to  him  that  he  has  a  disease? 

Understanding  how  children  perceive  their  illnesses 
iind  how  those  perceptions  change  as  they  grow  older 
is  the  object  of  studies  being  conducted  at  UNC  by 
researchers  interested  in  the  psychological  aspects  of 
pediatric  medicine. 

"Explaining  to  a  child  what's  going  on  in  an  organ 
system  that  he  doesn't  even  know  is  there  is  a  difficult 
task,"  said  Dr.  J.  Kenneth  Whitt,  a  child  psychologist 
at  North  Carolina  Memorial  Hospital  and  assistant 
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professor  of  psychiatry  and  psychology  in  the  School 
of  Medicine. 

Whitt  and  the  rest  of  the  team  have  found  that 
although  a  child's  ability  to  comprehend  what's  wrong 
with  him  depends  on  his  age  and  the  nature  of  his 
illness  or  injury,  all  children  need  to  have  their  ques- 
tions answered  in  a  way  they  can  understand. 

Frequently,  Whitt  says,  it  helps  to  talk  about  ob- 
jects or  ideas  children  are  familiar  with  when  explain- 
ing those  illnesses  that  are  far  beyond  their  com- 
prehension. For  example,  he  says,  explaining  an 
epileptic  seizure  by  comparing  the  brain  to  a  telephone 
that  has  reached  the  wrong  number  is  a  good  idea. 

"Be  brief.  Keep  it  simple  and  concrete.  Be  open  to 
questions,"  he  says.  And  perhaps  most  important, 
"make  your  explanations  as  honest  as  you  can." 


More  than  200  heahh  professionals  attended  the 
first  international  conference  on  second-trimester 
abortion  Sept.  27-29  on  the  university  campus. 

Leading  experts  addressed  such  issues  as  world 
population,  ethics,  legal  questions  and  emotional  con- 
siderations, and  examined  the  safest  abortion  tech- 
niques used  throughout  the  world  today. 

The  conference,  "Second  Trimester  Abortion: 
Perspectives  After  a  Decade  of  Experience,"  was 
sponsored  by  the  School  of  Medicine's  Department  of 
Obstetrics  and  Gynecology  and  Office  of  Continuing 


Medical  Education,  and  by  the  Charles  A.  Fields 
Foundation,  a  private,  non-profit  foundation  that  sup- 
ports research  and  education  on  matters  of  reproduc- 
tive health. 

A  text  to  be  published  from  the  conference  speeches 
is  expected  to  become  a  standard  reference  work  on 
second-trimester  abortions,  said  Dr.  Gary  S.  Berger, 
conference  chairman. 

In  addition  to  discussing  medical  techniques, 
speakers  addressed  complex  social  issues  that  sur- 
round mid-trimester  abortion. 


A  tabletop  computer,  standing  only  10  inches  high 
but  containing  more  than  a  million  words  of  computer 
memory,  will  soon  be  playing  a  critical  role  in  the 
medical  and  research  operations  of  the  School  of 
Medicine. 

Dr.  Richard  Johnson,  newly  appointed  director  of 
the  A.F.  Fortune  Biomedical  Computer  Center  at  the 
university,  said  this  small  computer  is  to  medicine 
what  the  hand-held  calculator  is  to  the  math  student. 

Johnson  said  these  computers  are  used  in  hospital 
intensive  care  units  to  monitor  patients,  and  they  can 
peiform  trial  studies  in  research  laboratories  to  de- 
termine the  feasibility  of  a  procedure. 

One  purpose  of  the  computer  center,  which  was 
established  nine  years  ago,  is  to  develop  computer 
systems  for  use  by  medical  school  personnel.  As  part 


TEGA-CODE  TABLETS  C-111 

ANALGESIC    ANTIPYRETIC    SEDATIVE 

Each  tablet  contains: 

Acetaminophen   300  mg. 

Salicylamide    200  mg. 

*Sodium  Pentobarbital  (derivative  of  barbituric  acid) 10  mg. 

*Codeine  Phosphate   ( Vzgr.)  32.4  mg. 

•WARNING:    May  be  habit  forming. 

.Action:     Combination  of  analgesic  and  antipyretic  with  sedative. 

Indications:     Indicated  in  cases  of  severe  pains,  especially  when  associated  with 

lension,  pains  and  discomforts  of  neuralgia,  rheumatism  and  arthritis. 

Precaution:     Use  with  caution  in  pereons  with  known  allergies  to  salicylates  and 

barbiturates  and  in  those  with  active  peptic  ulcer. 

Warning:     Long  administration  may  cause  habituation. 

Side  Effects:     Large  doses  may  cause  nausea,  vomiting,  skin  rash  and  sometimes 

anaphylactic  reactions. 

Contraindications:     Idiosyncrasy  to  any  component. 

Supplied:     Available  in  bottles  of  100  and  1000. 

Dose:     Adults,  one  tablet  3-4  times  daily,  as  directed  by  a  physician. 

CAUTION :     Federal  Law  prohibits  dispensing  without  prescription. 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  —  JACKSONVILLE,  FLORIDA  32205 
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.  more 
than  just  spectrum 


New 


CKCLIPEN 

(cyclacillin) 


Tablets/ 
Suspension 


Efficacy 

proven  in  the 

treatment  of 

otitis  media, 

bronchitis, 

pneumonia  and 

upper  respiratory 

tract  infections* 

with  fewer 

side  effects. 


*Due  to  susceptible  organisms 

(See  important  information  on  last  page. 


New  CyCi4PEN 


(cycbcillin) 


Tablets/ 
Suspension 


eff icac|r  with  fewer  sicli 
ampicillin  confirmed  ill 

studies  of  2,5Qo 


Rapid,  virtually  complete 
absorption  from  Gl  tract 

Rapid  onset  of  action- 
mean  peak  serum  levels 
yy^ithin  30  minutes 

Exceptionally  high  peak 
blood  levels— 3  times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

Rapidly  excreted 
unchanged  in  the  urine— 
V/z  times  faster  than 
ampicillin 


MEAN  BLOOD  LEVELS  IN  MCG/ML  AFTER 
250  MG  CYCLACILLIN  SINGLE  ORAL  DOSE 


Clinical  efficacy  of  CYCLAPEN*  in  otitis  media  ' 


Cousative 
Organism 


5.  pneumoniae 


H.  influenzae 


96 


95 


88 


85 


No.  ( 
Patiei 


82  f 


ib 


k 


96^', 


I  1%  Clinical  Response 

^^B%  Bacterial  Eradication 


M 


more  than  just  spectruii 
in  otitis  media 


*lncludes  all  patients  treated.  2,415  evaluated  for  safety;    \j^ 
1,819  evaluated  for  efficacy. 

fDue  to  susceptible  organisms. 


Copyright  ©  1979,  Wyeth  Laboratories.  All  rights  reserved. 
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Sects  than 
uble-blind 
^ients* 


Wjr  side  effects  with  CYCLAPEN  ^  in 
oie-blind  studies  to  date'^ 


"tal  number  of  drug-related  side  effects  in  all  patients 

::lapen® 

128  of  1,286    (10%)  of  patients 

-npicillin 

202  of  1,129    (18%)  of  patients 

Difference  statistically  significant  (P  <0.001) 

CLAPEN®  (cyclacillin) 

Active  for  otitis  media^  in  children 

kcellent  clinical  results  in  eliminating  the 
I/O  most  common  causative  organisms  in 
(Htis  media 

significantly  lower  incidence  of  diarrhea 
(id  skin  rash  in  children  treated  with 
(YCLAPEN®  Suspension 


In  bronchitis, 
pneumonia  and 
upper  respiratory 
tract  infectionst 


High  cure  rate  with  CYCLAPEN" 

Causative 
Organism 

Bronchitis/Pneumonia 

No.  of 
Patients 

5.  pneumoniae 

100 

73 

95  J 

Chronic  Bronchitis     (acute  exacerbation) 

H.  influenzae 

92 

12 

Thoi>gh  climcol  .mprovemeni  has  been  shown   bocter.o 
logic  cures  cannot  be  e«pected  m  oil  patients  with 
chrome  respirotory  diseose  due  lo  H  'nfluemof 

Streptococcal  Sore  Throat 

Group  A  beta- 

hemolytic 

Streptococcus 

100 

86 

1 

%  Clinical  Response                                              | 

1 

%  Bacterial  Eradication 

1 

diarrhea 

rash 

YCLAPEN 

9.1% 

2.1% 

ampicillin 

19.2% 

5.8% 

P  <  0.001 

P  <  0.03 

Gd  JA,   Hegorty  CP,   Deitch  MW,  Walker  BR: 
Cjble-blind  clinical  trials  of  oral  cyclacillin 
oJ  ampicillin,  Antimicrob  Ag  Chemother 
f  55-58,  (Jan.)  1979. 

Cta  on  file,  Wyeth  Laboratories. 

s  important  information  on  next  page.) 


more  than 
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(cyclacillin) 


Tablets/ 
Suspension 


Wyeth  Laboratories 

'         ■■         '  PhiiadeiDHia  Pa  19101 
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New  from  Wyeth  Laboratories 

CVCLIPEN 

(cyclacillin) 


Tablets/ 
Suspension 


more  than  just  spectrum  in  otitis 
media,  bronchitis,  pneumonia,  and 
upper  respiratory  tract  infections* 

How  Supplied 

CYCLAPEN®  (cyclacillin) 
tablets: 


■  Rapid,  virtually  complete 
absorption  from  Gl  tract 

■  Rapid  onset  of 
action— mean  peak  serum 
levels  within  30  minutes 

■  Exceptionally  high  peak 
blood  levels— 3  times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

■  Rapidly  excreted 
unchanged  in  the  urine— 
V/2  times  faster  than 
ampicillin 

■  Significantly  fewer 
episodes  of  diarrhea  and 
skin  rash  than  reported 
with  ampicillin  in  studies 
to  date 

■  Excellent  clinical  response 
and  outstanding  bacterial 
eradication  documented 
in  double-blind  studies 
involving  2,581  patients 

■  New  CYCLAPEN® 
Suspension— 
great-tasting  raspberry 
punch  flavor 

''Due  to  susceptible  organisms. 


Wyeth  Laboratories 

'      '-'        ■■  Philadelphia,  Pa  19101 


\AA 


TODieTS: 

250  mg  scored  tablets 
500  mg  scored  tablets 


Indications 

Cycldpen^  fcyclaallmj  has  less  in  mtro  activity  than  other  drugs  in  the 
ampialhn  class  of  antibiotics  and  its  use  should  be  conlined  (o  the  indications 
hsted  below. 

Cyclapen®is  indicated  (or  the  treatment  oi  tfie  tollowing  infections 
RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A  beta-hemolytic  streptococci 
Bronchitis  and  pneumonia  caused  by  S  pneumoniae  (formerly  D.  pneu- 
moniae) 

Otitis  Media  caused  by  S.  pneumoniae  [(ormerly  0  pneumoniae)  and  H 
intlueniae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H  intlueniae' 
'Though  cimical  improvement  has  been  shown,  bactenologic  cures  can- 
no!  be  expected  m  all  patients  with  chronic  respiratory  disease  due  to  H 
influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  ncn-penicillmase  prodocers 
URINARY  TRACT  INFECTIONS  caused  by  E  coli  and  P.  mirabihs  (This  drug 
should  not  be  used  m  any  infections  caused  by  E  coli  and  P  mirabihs  other 
than  urinary  trad  infections.) 

NOTE  Cultures  and  susceptibility  tests  should  be  performed  initiallyand 
during  treatment  to  monitor  the  effectiveness  of  therapy  and  the  susceptibility 
of  bacteria  Therapy  may  be  instituted  prior  to  the  results  of  sensitivity  testing. 
Contraindications 

The  use  ol  this  drug  is  contraindicated  m  individuals  with  a  history  of  an 
allergic  reaction  to  penicillins 
Warnings 

CYCU^CILLIN  SHOULD  ONLY  BE  PRESCRIBED  FOR  THE  INDICATIONS  LISTED  IN 
THIS  INSERT 

CYCLACILLIN  HAS  LESS  IN  VITRO  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  AIVIPI- 
CILLIN  CLASS  ANTIBIOTICS  HOWEVER  CLINICAL  TRIALS  HAVE  DEMONSTRATED 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS 
SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  [ANAPHYLACTOID)  REAC- 
TIONS HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYUXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  ADMIN- 
ISTRATION, IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC- 
TIONS ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A  HISTORY  OF 
SENSITIVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WITH 
A  HISTORY  OF  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCED 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A  CEPHALOSPOR- 
IN BEFORE  THERAPY  WITH  A  PENICILLIN  CAREFUL  INQUIRY  SHOULD  BE  MADE 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS  CEPHALO- 
SPORINS. AND  OTHER  ALLERGENS  IF  AN  ALLERGIC  REACTION  OCCURS  THE 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  BE 
INITJATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER- 
GENCY TREATMENT  WITH  EPINEPHRINE  OXYGEN.  INTRAVENOUS  STEROIDS  AIR- 
WAY MANAGEMENT  INCLUDING  INTUBATION.  SHOULD  ALSO  BE  ADMINISTERED 
AS  INDICATED 
Precautfons 

Prolonged  use  of  antibiotics  may  promote  the  overgrowth  ol  nonsusceptible 
organisms  II  suberinlection  occurs  during  therapy,  appropriate  measures 
should  be  taken 

PREGNANCY  Pregnancy  Category  B.  Reproduction  studies  have  been  performed 
in  mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  of  impaired  fertility  or  harm  to  the  letus  due  to  cyclacillin  There  are. 
however,  no  adequate  and  well-controlled  studies  m  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  of  human  response,  this 
drug  should  be  used  during  pregnancy  only  d  clearly  needel 
NURSING  MOTHERS  II  is  not  known  whether  this  drug  is  excreted  in  human 
milk  Because  many  drugs  are  excreted  in  human  milk,  caution  should  be 
exercised  when  cyclacillin  is  administered  to  a  nursing  woman. 
Adverse  Reactions 

The  oral  administration  of  cyclacillin  is  generally  well  tolerated 
As  with  other  penicillins  untoward  reactions  of  the  sensitivity  phenomena  are 
likely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 


Usual  children's  dosage:  50  toi 
100  mg/kg/day  in  equally  spadBiml 
doses,  depending  on  severity,  ■jjuj 


I'ilkti 
,_  '^f' 
CYCLAPEN®  (cyclacillin)  '" 
oral  suspension  ■' 

125  mg  per  5  ml:  1  y 

100  ml  and  200  ml  bottiesi    ii«r 
250  mg  per  5  mi:  i»is 

100  ml  and  200  ml  bottles     ^* 

Ml 

ri] 
all' 
lii 

» 


hypersensitivity  to  pemcillins  or  in  those  wilh  a  history  of  allergy,  i 
lever,  or  urticaria 

The  following  adverse  reactions  have  been  reported  with  the  use  o 
diarrhea  (in  approximately  1  out  ol  20  patients  treated),  nausea  ai 
(in  approximately  1  m  501,  and  skin  rash  (in  approxrmately  I  in  i 
instances  of  headache,  dizziness,  abdominal  pain,  vaginitis,  and  ui 
been  reported  (See  WARNINGS)  I 

Other  less  frequent  adverse  reactions  which  may  occur  and  thi.-i 
reported  during  therapy  with  other  penicillins  are  anemia,  throm- 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosinop 
reactions  are  usually  reversible  on  discontinuation  of  therapy. 
As  with  other  semisynthetic  penicillins,  SCOT  elevations  have  bee 
Dosage  and  Administration 


INFECTION- 


ADULTS 


Respiratory  Tract 
Tonsillitis  & 
Pharyngitis'* 


250  mg  q.id,  in  equally 
spaced  doses 


Bronchitis  and 
Pneumonia 
Mild  or  Moderate 
Infections 


CHILDREN 
Dosage  shoulc" 
in  a  dose  highi' 
for  adults. 

body  weight  -^i 
lbs)  125  mgl 
equally  spaced 
body  weight 
lbs)  250  mg 
equally  spaced 


Otitis  Media 


Skin  &  Skin 
Structures 


Urinary  Tract 


250  mg  Q,id  in  equally  50  mg'kg/da' 
spaced  doses  equally  spacerf 

Chronic  Infections    500  mg  q  i  d  in  equally         100  mg/hg/da 
spaced  doses  equally  spaced' 

250  mg  to  500  mg  q  i,d,  50  to  100  mgl 
in  equally  spaced  doses  equally  spaced' 
depending  on  severity  pending  on  sev 

250  mg  to  500mgqid.  50  to  100  mg  i 
in  equally  spaced  doses  equally  spaced ) 
depending  on  severity  pending  on  sev 

50t)mgqtd  m  equally  100  mghg-day, 
spaced  doses  spaced  doses.  \ 

*As  with  antibiotic  therapy  generally  treatment  should  be  contir 
minimum  of  48  to  12  hours  after  the  patient  becomes  asymplomai 
evidence  of  bacterial  eradication  has  been  obtained 
"In  infections  caused  by  Group  A  beta-hemolytic  streptococci,  a  m 
10  days  of  treatment  is  recommended  to  guard  against  the  risk  of 
fever  or  glomerulonephritis 

In  the  treatment  of  chronic  urinary  tract  infection,  frequent  bacteri 
clinical  appraisal  is  necessary  during  therapy  and  may  be  required 
months  afterwards 

Persistent  infection  may  require  treatment  lor  several  weeks. 
Cyclacillin  is  not  indicated  m  children  under  2  months  ol  age. 
Patients  with  Renal  Failure 

Based  on  a  dosage  of  500  mg  q  i  d ,  the  loilowing  ad|uslment 
interval  is  recommended 

Patients  with  a  creatinine  clearance  of  >50  ml/min  nee 

age  interval  ad|ustment 

Patients  with  a  creatinine  clearance  of  30-50  ml/mm  should  r 

doses  every  12  hours 

Patients  with  a  creatinine  clearance  ol  between  15-30  ml/n 

receive  lull  doses  every  18  hours 

Patients  with  a  creatinine  clearance  ol  between  10-15  ml/m! 

receive  lull  doses  every  24  hours  i 

In  patients  with  a  creatinine  clearance  of  -.10  mil 

serum  creatinine  values  ol  .  10mg%,  serumcyclacillin  levelsa 

mended  to  determine  both  subsequent  dosage  and  frequency. 


of  that  role,  the  center  is  under  contract  to  develop  a 
special-use  computer  for  neurological  study. 

The  center  also  provides  support  for  other  research 
operations  at  the  medical  school  and  includes  as  edu- 
cational program  for  biomedical  engineering  and 
mathematics  students. 


Dr.  Douglas  E.  Henley,  a  family  practice  resident  at 
North  Carolina  Memorial  Hospital,  was  elected 
chairman  of  the  National  Conference  of  Family  Prac- 
tice Residents  at  the  group's  annual  meeting  in  Sep- 
tember in  Kansas  City. 

As  chairman,  he  will  speak  for  the  organization  at 
meetings  of  the  American  Academy  of  Family  Physi- 
icians  and  will  serve  on  that  organization's  resident 
land  medical  student  affairs  committee. 

Henley  is  in  his  third  year  of  residency  at  N.C. 
Memorial's  Family  Practice  Center.  Earlier  this  year. 
he  was  one  of  18  resident  physicians  in  the  nation  to 
receive  the  Mead  Johnson  Award  for  Graduate  Edu- 
cation in  family  practice.  The  award  is  given  annually 
to  aid  young  physicians  who  are  planning  careers  in 
family  medicine. 

Henley  is  the  son  of  State  Sen.  and  Mrs.  John  T. 
Henley  of  Hope  Mills,  where  he  plans  to  practice 
starting  next  summer. 


Dr.  Randolph  Addison,  a  postdoctoral  research 
fellow  from  Mississippi,  is  studying  in  the  Department 
of  Pharmacology  under  a  two-year,  $24,230  fellowship 
from  the  American  Cancer  Society. 

Addison,  under  the  direction  of  Dr.  Gene  A.  Scar- 
borough, associate  professor  of  pharmacology,  is 
studying  the  structure  and  function  of  the  cell  mem- 
briine. 

By  studying  how  proteins  and  lipids  are  incorpo- 
rated within  the  cell  membrane,  Addison  said,  "We 
may  eventually  understand  the  role  of  the  cell  mem- 
brane in  the  transformation  process  that  changes  nor- 
mal cells  into  cancer  cells." 

A  native  of  Yazoo  City,  Miss.,  Addison  holds  a  B.S. 
from  Jackson  (Miss.)  State  University  and  a  Ph.D. 
from  Cornell  University. 


Dr.  Carl  W.  Gottschalk,  Kenan  Professor  of  medi- 
cine and  physiology,  has  been  appointed  to  the  N.C. 
Board  of  Science  and  Technology.  The  board  is  re- 
sponsible for  identifying  important  research  needs  in 
North  Carolina  and  making  recommendations  on  any 
policies,  procedures  or  financial  requirements  to  meet 
those  needs. 


Dr.  James  N.  Hayward.  chairman  and  H.  Houston 
Merritt  Distinguished  Professor  of  neurology,  gave 
two  talks  on  his  research  at  the  National  Science 
Foundation's  U.S. -Japan  Seminar  on  Biosynthesis, 


Secretion  and  Mechanisms  of  Action  of  Vasopressin 
Sept.  1-9  in  Nikko,  Tochigi,  Japan. 


Dr.  Kenneth  Sugioka,  chairman  and  professor  of 
anesthesiology,  was  a  visiting  professor  at  the  Albert 
Einstein  School  of  Medicine  in  New  York  Sept.  18.  He 
presented  a  paper  on  "Oyxgen  Transport  to  Body 
Tissues." 


Dr.  John  T.  Sessions  Jr.,  professor  of  medicine, 
presented  the  6th  Middleton  Memorial  Lecture  Sept. 
14-15  at  the  Wisconsin  regional  meeting  of  the  Ameri- 
can College  of  Physicians  in  Lake  Geneva,  Wis.  His 
lecture  was  entitled  "Looking  Out  for  No.  2:  Control- 
ling Constipation  and  Diarrhea."  Sessions,  as  regent 
of  the  ACP.  also  reported  on  the  college's  policies  and 
activities. 


An  artificial  kidney  device  small  enough  to  tuck 
inside  a  pocket  is  being  offered  to  patients  with  renal 
failure  at  North  Carolina  Memorial  Hospital. 

Unlike  artificial  kidneys,  the  portable  method, 
called  Continous  Ambulatory  Peritoneal  Dialysis, 
continuously  cleanses  the  body  of  impurities  without 
heavy  equipment  or  assistance. 

Dr.  William  Mattern,  director  of  the  dialysis  pro- 
gram at  N.C.  Memorial,  said  CAPD  "has  the  potential 
for  certain  patients  to  provide  the  bestquality  of  lifeof 
any  treatment  currently  available."  About  200  pa- 
tients nationally  are  using  CAPD,  he  said. 

To  use  CAPD,  patients  have  a  capped,  soft  tube 
passed  into  their  peritoneal  cavity  and  stitched  in 
place. 

Instead  of  drawing  blood  outside  the  body  to  be 
cleansed  by  hemodialysis  or  peritoneal  dialysis,  the 
patient  is  in  charge. 

The  patient  uncaps  the  tube  and  allows  a  two-liter 
bag  of  dialysate  to  flow  through  a  tube  he  attaches  to 
his  own.  Once  the  fluid  is  inside  the  abdomen,  waste 
products  reach  it  by  passing  through  blood  vessels. 
Meanwhile,  the  tubing  is  clamped  and  the  bag  is  rolled 
up,  and  can  be  placed  inside  a  pocket.  In  4-5  hours,  the 
tubing  is  undamped,  and  the  bag  is  placed  on  the  floor 
so  the  fluid  can  drain  out,  and  the  procedure  is  started 
over  with  a  new  bag. 

Each  exchange  takes  about  30-45  minutes,  and  can 
be  perfonned  in  an  office  as  well  as  at  home.  Mattern 
said.  The  fluid  inside  the  body  "is  hardly  noticeable." 


Students  at  the  University  of  North  Carolina  at 
Chapel  Hill  School  of  Medicine  are  increasingly  rep- 
resentative of  the  general  population,  recent  enroll- 
ment figures  have  shown. 

Minorities  comprise  about  \49r  of  today's  medical 
students  here,  a  figure  that  places  the  School  of  Medi- 
cine third  in  national  minority  enrollment  figures. 

The  school's  minority  representation  exceeds  the 
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12%  target  set  by  the  American  Association  of  Medi- 
cal Colleges.  The  national  average  for  minority  en- 
rollment is  about  8%. 

"Our  efforts  with  minority  students  have  been  de- 
liberate and  we  have  been  vigorous  in  our  efforts  to 
recruit  applications  from  minority  populations,"  said 
Dr.  William  E.  Bakewell,  Jr..  associate  dean  for  ad- 
missions. 

The  freshman  class  has  a  modern  look,  with  one  of 
every  five  students  a  minority ,  and  nearly  two  of  every 
five  a  woman.  At  38%,  female  freshman  enrollment  is 
the  highest  ever,  while  the  20%  minority  enrollment 
matches  the  highest  achieved  in  1974. 

Where  do  students  come  from?  Just  about  every- 
where throughout  North  Carolina.  Only  10%  are  out- 
of-state,  and  are  accepted  to  bring  additional  diversity 
to  the  student  body.  Seven  percent  are  from  large 
cities,  22%  from  medium  cities.  More  than  half  are 
from  small  cities  and  towns.  Nineteen  percent  are 
from  rural  areas. 


A  physician  at  North  Carolina  Memorial  Hospital 
has  modified  an  inexpensive  computer  to  create  a 
communications  system  for  those  who  are  paralyzed 
and  unable  to  speak. 

Dr.  Joseph  Cohn,  a  family  practice  resident,  mod- 


ified the  computer  to  take  commands  from  sensors 
that  can  detect  body  movements  as  slight  as  the  twitch!| 
of  a  linger  or  the  blink  of  an  eye.  The  programmed 
computer  has  almost  unlimited  possibilities  for  com- 
municating and  for  performing  a  variety  of  tasks. 

A  blink  of  the  eyes  can  make  the  alphabet  appear  in  \ 
columns  and  rows  on  the  computer's  display  screen; 
and  an  arrow  starts  tracking  across  the  columns.  By 
blinking  again  the  arrow  stops  above  the  desired  col- 
umn, and  a  second  row  descends  until  it  is  stopped  at  a 
specific  letter  by  another  blink.  As  each  letter  is' 
selected,  it  appears  at  the  bottom  of  the  screen,  so  that 
by  simply  blinking  at  the  proper  times,  a  person  who  is 
almost  totally  paralyzed  can  write  a  message. 

The  computer  can  even  be  modified  to  turn  on  lights 
and  operate  appliances. 

"The  possibilities  are  really  staggering,"  Cohn 
said,  "because  it  can  take  the  lowest  level  of  motor 
ability  that  a  person  has  and  turn  that  into  words  and 
symbols  and  control  over  his  environment.  It  could 
dramatically  alter  the  lives  of  tens  of  thousands  of 
people  right  now." 


I' 


Dr.  J.  David  Leander,  associate  professor  of  phar- 
macology and  psychology,  has  been  appointed  as  the 
incoming  program  chairperson  of  the  psychophar- 


An  apple  a  day  worft 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a  minimum 
28-day  program. 

Do  you  have  a  patient  who  needs  this  kind  of  help? 
You  probably  do  because   the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
■    these  patients,  write  to  us. 
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311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 


(912)764-6236 
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macology  division  of  the  American  Psychological  As- 
sociation. He  also  is  on  the  division's  executive  com- 
mittee. 

Leander  presented  three  papers  at  the  fall  meeting 
of  the  American  Society  for  Pharmacology  and  Ex- 
perimental Therapeutics  in  Portland,  Ore. 


Dr.  Miguel  Risco,  ophthalmology,  delivered  a  paper 
entitled  "Choroidal  Circulation,  Direction  of  Flow"" 
at  the  Retina  Society"s  annual  meeting  Sept.  7  in  Sea 
Island,  Ga. 


Dr.  David  E.  Eifrig,  professor  and  chairman  of 
ophthalmology,  and  Kathyrn  Caufield,  R.N., 
ophthalmology,  lectured  on  techniques  used  in 
vitrectomy  procedures  Sept.  20-21  at  the  Ocutome 
Surgical  Workshop,  Emory  University,  Atlanta. 


Dr.  Enid  R.  Kafer,  associate  professor  of  anes- 
thesiology and  physiology,  presented  a  paper  on 
"Effects  of  Halothane  on  Ventilatory  Control  on 
Cats""  at  the  American  Physiological  Society  meeting 
Oct.  19  in  New  Orleans. 


Dr.  Walter  B.  Greene,  assistant  professor  of 
surgery,  division  of  orthopaedics,  presented  "Surgi- 
cal Treatment  of  Legg-Calve-Perthes  Disease'"  at  the 
17th  annual  Orthopaedic  Clinical  Meeting  and  Alumni 
Reunion  Oct.  12  at  the  Newington  Children's  Hospital 
in  Newington,  Conn. 


nin  —  Current  Aspects  of  Neurochemistry  and  Func- 
tion" Sept.  11-If)  in  Athens,  Greece. 


Dr.  James  A.  Bryan,  professor  of  medicine  and 
family  medicine,  was  elected  the  1979-80  vice  presi- 
dent of  the  North  Carolina  Society  of  Internal  Medi- 
cine at  the  society's  annual  meeting  Oct.  19-20  in 
Asheville.  Dr.  William  B.  Wood,  associate  professor 
of  medicine,  was  elected  to  the  executive  council  for 
1979-82. 


Dr.  Neil  Kirkman,  Kenan  professor  of  pediatrics, 
presented  a  paper  and  served  as  chairperson  at  an 
international  conference  on  genetic  abnormalities  of 
red  blood  cells  Sept.  22  in  Stintino,  Sardinia. 


Dr.  Donald  A.  O'Neill,  surgery  resident,  division  of 
orthopaedics,  presented  a  paper  on  "Bowlegs  in 
Young  Children:  A  Study  of  Prognostic  Factors"  at 
the  annual  meeting  of  the  North  Carolina  Orthopaedic 
Association  Oct.  20  in  Asheville.  Dr.  Walter  B. 
Greene,  assistant  professor  of  surgery,  division  of 
orthopaedics  and  pediatrics,  presented  "Partial  Foot 
Deficiency  in  Children:  A  Comparison  with  the  Syme 
Amputation"  at  the  same  meeting. 


Dr.  William  H.  Bowers,  assistant  professor  of 
surgery,  participated  in  a  panel  on  "Fractures  and 
Dislocations  in  the  Hand""  at  the  Eastern  Orthopaedic 
Association  meeting  Oct.  18  in  Palm  Beach,  Fla. 


Dr.  John  T.  Sessions  Jr.,  professor  of  medicine,  was 
a  visiting  professor  at  the  University  of  Mexico  School 
of  Medicine  Sept.  27.  He  gave  a  lecture  on  the 
"Treatment  of  Peptic  Ulcer  Based  on  Pathogenesis 
Concepts."" 

Sessions  also  presented  a  lecture  on  "Drug  Man- 
agement of  Crohn"s  Disease""  at  the  Baylor  University 
Medical  Center's  grand  rounds  Oct.  9  in  Dallas, 
Texas. 

Dr.  Sessions  gave  the  closing  summary  and  partici- 
pated in  a  panel  discussion  at  a  mini-symposium  on 
Immunosuppressive  Therapy  in  Crohn's  Disease  Oct. 
11  at  Burroughs  Wellcome  Co.,  Research  Triangle 
Park.  The  symposium,  co-sponsored  by  the  Bur- 
roughs Wellcome  Co.  Medical  Division  and  the 
School  of  Medicine"s  division  of  digestive  diseases 
and  nutrition,  attracted  gastroenterologists,  internists 
and  other  professionals  from  across  the  nation  to  talk 
about  the  treatment  of  Crohn"s  Disease. 


Dr.  Jean  M.  Lauder,  associate  professor  of 
anatomy,  was  an  invited  speaker  at  the  International 
Society  for  Neurochemistry  Symposium  on  "Seroto- 


Dr.  Elizabeth  S.  Mann,  assistant  professor  of 
anesthesiology,  presented  a  paper  on  "Comparative 
Effects  of  Enflurane  and  Halothane  onCSF  Dynamics 
in  the  Cat""  at  the  annual  meeting  of  the  American 
Society  of  Anesthesiologists  Oct.  20-25  in  San  Fran- 
cisco. Also  at  the  meeting.  Dr.  Michael  Bazaral,  as- 
sistant professor  of  anesthesiology,  demonstrated  the 
use  of  new  infant  ventilators  developed  at  North  Car- 
olina Memorial  Hospital  in  an  exhibit  entitled  "Auto- 
matic "Ventilation  of  Infants  in  the  Operating  Room:"" 
and  Dr.  E.  F.  Klein  Jr.,  professor  of  anesthesiology, 
presented  a  paper  entitled  "Clinical  Workshop  on 
Acid  Base  Balance."" 


Dr.  Benson  R.  Wilcox,  professor  and  chief  of  car- 
diothoracic  surgery,  taught  a  postgraduate  course  on 
"Bacterial  Endocarditis  and  Valve  Replacement"  at  a 
meeting  of  the  American  College  of  Surgeons  Oct. 
22-26  in  Chicago.  During  the  meeting  Dr.  Gordon  F. 
Murray,  associate  professor  of  cardiothoracic 
surgery,  presented  a  paper  on  "Esophageal  Potential 
Difference""  to  the  Esophageal  Club.  He  also  served 
as  a  panelist  for  the  cardiovascular  film  session. 
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News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Thirty-five  prominent  citizens  from  North  Carolina 
and  neighboring  states  have  been  named  to  the  newly 
established  Duke  University  Hospital  Advisory 
Board,  according  to  Dr.  Roscoe  R.  Robinson,  chief 
executive  officer  of  the  hospital  and  associate  vice 
president  for  health  affairs. 

"The  most  important  function  of  the  advisory  board 
will  be  to  provide  the  hospital  with  a  useful  source  of 
outside  perceptions  on  health-care  related  issues," 
Robinson  said. 

"We  have  assembled  a  cross  section  of  key  lay 
leadership  from  throughout  the  region, ""  he  said. 
"Their  counsel  and  advice  will  be  exceedingly  helpful 
as  Duke  attempts  to  come  to  grips  with  many  of  the 
issues  that  surround  a  tertiary  health  care  institution 
as  we  move  toward  the  21st  Century." 

The  first  meeting  of  the  board  was  held  October 
26-27  and  was  designed  to  give  the  members  an  over- 
view of  the  hospital.  In  addition  to  a  tour  of  Duke 
Hospital  North,  there  was  a  series  of  orientation  ses- 
sions and  social  events. 

Charles  B.  Wade  Jr.  of  Winston-Salem,  secretary  of 
the  International  Advisory  Board  of  R.  J.  Reynolds 
Industries,  is  the  group's  first  chairman. 


It's  come  too  late  to  do  Sir  Isaac  Newton  any  good, 
but  a  Duke  biomedical  engineer  and  an  amateur  histo- 
rian have  diagnosed  the  probable  cause  of  the  great 
English  physicist's  mental  and  physical  ills  which  all 
but  ended  his  scientific  career. 

Matching  historical  evidence  of  Newton's  extreme 
irritability,  insomnia  and  other  symptoms  in  1693  with 
symptoms  known  to  result  from  exposure  to  toxic 
metals.  Dr.  Myron  Wolbarsht  and  L.  W.  Johnson  have 
concluded  that  he  suffered  from  mercury  poisoning. 

An  analysis,  conducted  recently  in  England,  of 
what  are  believed  to  be  samples  of  the  physicist's  hair, 
adds  weight  to  their  theory.  It  also  underscores  the 
htiziirds  of  handling  mercury  without  adequate  pro- 
tection. 

Newton's  diaries  indicate  that  the  genius  who  for- 
mulated the  laws  of  motion  and  gravitation,  estab- 
lished the  calculus  and  laid  the  foundations  of  modern 
physical  optics,  was  no  genius  regarding  personal 
safety. 

He  frequently  tasted  the  results  of  his  chemical 
experiments  on  mercury,  lead  and  other  substances. 

Wolbarsht.  professor  of  ophthalmology  and 
biomedical  engineering  at  Duke,  and  Johnson,  a  resi- 
dent of  Chicago,  published  their  paper  on  Newton  in 
the  July  issue  of  "Notes  and  Records  of  the  Royal 
Society  of  London." 
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The  Texas  Heart  Institute  has  honored  two  Duke 
physicians  for  "their  outstanding  contributions  to  the 
advancement  in  treatment  of  cardiovascular  disease." 

Drs.  Will  C.  Sealy,  professor  of  thoracic  and  gen- 
eral surgery,  and  John  J.  Gallagher,  associate  profes- 
sorof  cardiology,  received  the  Ray  C.  Fish  Award  and 
the  Texas  Heart  Institute  Medal  for  1979  during  cere- 
monies in  Houston  on  Sept.  28  and  29. 

Well-known  Texas  heart  surgeon  Dr.  Denton  A. 
Cooley,  director  of  the  institute,  made  the  presenta- 
tions at  the  organization's  10th  annual  Cardiology 
Symposium. 

Sealy  was  honored  for  developing  a  surgical  method 
for  correcting  Wolff-Parkinson-White  syndrome,  a 
condition  in  which  the  heart  beats  extremely  fast  be- 
cause its  normal  pattern  of  electrical  stimulation  has 
been  short-circuited. 

Gallagher  was  recognized  for  his  work  in  mapping 
out  with  the  aid  of  a  computer  exactly  where  such 
short  circuits  occur  in  the  heart. 


Karen  McCrory's  nine-button  telephone  has  just  lit 
up  like  a  Christmas  tree.  Button  after  button  winks 
yellow,  then  white. 

"Somebody  just  showed  our  TV  spot,"  she  says 
with  a  smile,  knowing  that  the  next  15  minutes  will  be 
very  busy  at  the  Duke  Cancer  Information  Service. 

Andy  Silberman's  phone  across  the  room  is  also 
blinking  wildly.  "Yes  ma'am,"  he  says  to  one  caller, 
"a  class  two  Pap  smear  means  that  there  were  some 
abnormal  cells  found  on  your  smear,  but  there  is  no 
evidence  of  cancerous  changes.  .  .  ." 

Those  blinking  buttons  have  gotten  quite  a  workout 
since  May  1976  when  the  Cancer  Information  Service 
opened  in  an  apartment  building  near  the  medical 
center.  The  20,000th  call  came  in  Thursday,  Sep- 
tember 27. 

The  highest  number  of  calls  received  in  any  one  day 
is  35 1 ,  a  mark  achieved  when  thyroid  cancer  was  in  the 
news  early  in  1977. 


Dr.  William  R.  Pitts,  a  member  of  the  university's 
Board  of  Trustees,  was  honored  recently  by  Charlotte 
Memorial  Hospital  and  Medical  Center  (CMHMC), 
which  named  its  new  Neurosurgical  Intensive  Care 
Unit  for  him. 

Pitts,  a  1929  Duke  University  graduate,  joined  the 
CMHMC  medical  staff  in  1957  and  served  as  the  first 
and  only  chief  of  neurosurgery  there  until  his  retire- 
ment last  April. 

The  $727,000,  seven-bed  unit  was  dedicated  Sept. 
1 1.  Pitts  said  it  is  the  first  of  its  kind  in  the  Charlotte 
area. 


John  G.  Morrison,  a  fourth-year  medical  student, 
has  been  awarded  a  Reader's  Digest  International 
Fellowship  (RDIF)  to  study  health  delivery  systems  in 
Pakistan. 
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He  is  one  of  32  senior  medical  students  in  the  United 
States  and  Canada  to  receive  one  of  the  fellowships 
this  year.  Morrison  left  in  December  for  three  months 
in  Pakistan. 


The  National  Institute  of  Allergy  and  Infectious 
Diseases  has  awarded  a  $901,000  grant  to  Dr. 
Wolfgang  K.  Joklik,  James  B.  Duke  Professor  and 
chairman  of  the  Department  of  Microbiology  and  Im- 
munology . 

The  five-year  grant  will  support  the  work  of  Joklik 
and  his  research  team  of  seven  postdoctoral  fellows 
and  three  graduate  students. 

In  an  interview,  the  scientist  said  experiments  con- 
ducted in  his  laboratory  are  directed  at  explaining  how 
viruses  multiply,  how  anti-viral  substances  can  be 
used  to  control  that  multiplication  and  what  the  tiny 
infectious  agents  can  teach  investigators  about 
healthy  cells. 

"We're  primarily  interested  in  three  groups  of 
viruses,"  Joklik  said.  "They  are  reoviruses,  vaccinia 
virus  and  tumor  viruses." 


19-20  to  review  scientific  advances  in  obstetrics  and 
gynecology  and  to  exchange  ideas  on  the  practice  of 
their  speciality. 

The  scientific  program  of  the  29th  annual  meeting  of 
the  fiayard  Carter  Society  of  Obstetricians  and 
Gynecologists  was  held  in  the  hospital  amphitheater. 

The  organization  was  formed  in  1951  in  honor  of  the 
late  Dr.  Bayard  Carter,  who  founded  the  Department 
of  Obstetrics  and  Gynecology  in  193 1  and  served  as  its 
chairman  until  1964. 


Roland  R.  Wilkins,  former  assistant  dean  for  de- 
velopment at  the  School  of  Law,  has  been  named 
planned  giving  officer  at  the  medical  center,  according 
to  John  S.  Thomas,  director  of  the  Medical  Center 
Development  Office. 

Wilkins  will  be  responsible  for  securing  major  fi- 
nancial gifts  to  the  School  of  Medicine  and  for  ad- 
ministering the  medical  center's  estate  planning  pro- 
gram. He  also  will  be  working  with  medical  alumni  to 
encourage  bequests  and  establishment  of  life  income 
trusts. 


A  Duke  scientist  working  on  a  new  technique  for 
correcting  abnormal  electrical  activity  in  the  heart  has 
received  a  Research  Career  Development  Award  from 
the  National  Heart,  Lung  and  Blood  Institute. 

The  competitive  award  will  provide  $185,000  in  sal- 
ary support  over  the  next  five  years  to  Dr.  Raymond 
Ideker,  assistant  professor  of  pathology  and  medicine. 

Ideker,  37,  has  been  developing  and  testing  a  com- 
puterized system  that  enables  cardiologists  and  sur- 
geons— during  open  heart  operations — to  pinpoint  the 
small  areas  of  the  heart  responsible  for  unstable,  drug 
resistant  arrhythmias. 

If  not  corrected  or  inactivated  by  surgery,  these 
irregular  variations  in  the  heart's  normal  electrical 
pattern  can  be  life  threatening. 


A  program  on  "The  Escalating  Cost  of  Health 
Care"  was  one  of  the  highlights  of  this  year's  Davison 
Club  Weekend  which  was  held  October  19-20  on  the 
Duke  campus. 

More  than  200  members  and  guests  of  the  donor 
organization  attended,  according  to  R.  C.  "Bucky" 
Waters,  assistant  to  the  vice  president  for  health  af- 
fairs and  executive  director  of  the  Davison  Club. 

Activities  began  with  a  reception  October  19  at  the 
home  of  Dr.  and  Mrs.  William  G.  Anlyan.  Saturday's 
schedule  included  the  annual  business  meeting,  a  tail- 
gate luncheon  with  members  of  the  Duke  Law  Alumni 
Association,  the  Duke  vs.  Clemson  University  foot- 
ball game  and  a  dinner  in  the  Searle  Center  for  Con- 
tinuing Education  in  the  Health  Sciences. 


About  100  physicians  from  across  the  nation  with 
special  ties  to  Duke  visited  the  medical  center  October 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


An  ambulance  designed  especially  for  the  transport 
of  infants  will  greatly  enhance  the  chance  of  survival 
for  critically  ill  newborns  in  eastern  North  Carolina, 
according  to  Dr.  Arthur  E.  Kopelman,  associate  pro- 
fessor of  pediatrics. 

The  Eastern  Carolina  Regional  Newborn  Transport 
ambulance  is  an  extension  of  the  neonatal  intensive 
care  unit  at  Pitt  County  Memorial  Hospital.  It  will  act 
as  amini,  self-contained  intensive  care  unit  for  infants 
who  must  be  transferred  to  the  regional  center  for 
specialized  care. 

The  ambulance  is  equipped  with  a  Cavitron  trans- 
port incubator  and  special  medications  and  support 
equipment.  Kopelman,  director  of  the  neonatal  unit, 
says  the  goal  is  to  staff  the  vehicle  with  a  health  care 
team  specially  trained  in  assessing  sick  newborns. 

The  ambulance  eventually  will  serve  29  counties  in 
the  region.  The  service  is  supported  with  funds  pro- 
vided by  the  state  perinatal  program  under  the  De- 
partment of  Human  Resources. 


Third-year  medical  students  are  rotating  through  a 
program  in  the  study  of  family  medicine  that  carries 
them  into  the  offices  of  community  physicians 
throughSut  eastern  North  Carolina  and  exposes  them 
to  the  real-life  world  of  the  family  doctor. 

Students  are  reporting  that  it's  the  most  positive 
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experience  they  have  had  in  medical  school,  accord- 
ing to  Dr.  James  G.  Jones,  chairman  of  the  Depart- 
ment of  Family  Practice.  And  he  said  the  special 
clerkship  shows  the  students  that  family  medicine  is 
equal  in  importance  to  the  other  clinical  specialties. 
Community  physicians  participating  in  the  program 
include  Drs.  Robert  Shackelford,  Hervy  Kornegay, 
Robert  Meyer  and  Ellen  Brubeck  from  Mount  Olive; 
Drs.  Seneca  Ferry  and  Ted  Best  from  Sea  Level:  Drs. 
Henry  Gerock  and  Thomas  Kitchen  from  Jackson- 
ville; Dr.  Joseph  Overby  from  New  Bern;  Drs. 
Thomas  Patterson  and  M.  Dan  Heizerfrom  Farmville; 
Dr.  Charles  Davidson  from  Nags  Head:  Dr.  Richard 
Hardin  from  Edenton;  Drs.  Dale  Newton  and  Peter 
Temple  from  Tarboro:  Drs.  Christopher  Bremer  and 
Joseph  Agsten  from  Kinston;  and  Drs.  Elliot  Dixon 
and  James  Galloway  from  Ayden. 


A  rescue  squad  must  meet  several  requirements  to 
be  eligible  for  the  program,  which  is  tailored  to  the 
individual  needs  of  the  squad  members. 

Dr.  G.  Earl  Trevathan.  who  has  been  in  private 
practice  in  Greenville  for  the  last  25  years,  has  been 
appointed  professor  of  pediatrics.  He  opened  his  first 
office  in  1954  and  in  1960  started  a  group  practice, 
Greenville  Pediatric  Services.  He  has  a  special  inter- 
est in  pediatric  neurology. 

A  native  of  Pitt  County,  Trevathan  has  been  active 
in  mtuiy  Greenville  civic  organizations.  He  also  has 
served  as  chief  of  staff  at  Pitt  County  Memorial  Hos- 
pital iuid  chairman  of  the  Mid-East  Comprehensive 
Health  Planning  Committee.  He  currently  is  a  member 
of  the  N.C.  Commission  on  Health  Services. 

Trevathan  received  his  undergraduate  degree  from 
the  University  of  North  Carolina-Chapel  Hill  and  his 
M.D.  from  the  University  of  Colorado. 


A  unique  program  sponsored  by  the  School  of 
Medicine  could  be  the  first  step  in  establishing  uni- 
form procedures  for  emergency  medical  service  in 
eastern  North  Carolina. 

The  Advanced  Life  Support  Program  is  a  first  in  the 
state  and  is  designed  to  upgrade  emergency  medical 
care  in  the  29  eastern  counties.  The  medical  school 
coordinates  the  program  and  provides  instructors, 
mainly  faculty  and  community  physicians  who  have 
particular  expertise  in  emergency  treatment.  Dr. 
Charles  Rob,  professor  of  surgery,  serves  as  medical 
director. 


Dr.  Judith  M.  Thomas  has  been  named  associate 
professor  of  surgery  and  microbiology.  Her  primary 
area  of  research  is  transplantation  immunology.  The 
results  of  her  research  have  been  widely  published  in 
professional  journals. 

Thomas  formerly  was  assistant  director  of  the 
Tissue  Typing  Laboratory  and  director  of  the  Anti- 
lymphocyte  Globulin  Laboratory  at  the  Medical  Col- 
lege of  Virginia,  where  she  also  held  a  faculty  ap- 
pointment in  surgery  and  microbiology. 

She  received  an  undergraduate  degree  from  Man-   i 
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hattanville  College.  Purchase,  N.Y.,  and  a  M.S.  and 
Ph.D.  from  New  York  University.  She  completed  a 
fellowship  in  biology  at  New  York  University  and  was 
a  post-doctoral  research  fellow  in  transplantation  at 
the  Medical  College  of  Virginia. 

Her  current  work  on  graft  rejection  is  supported  by 
two  grants  from  the  National  Institutes  of  Health. 

Dr.  John  C.  Moskop  has  been  appointed  assistant 
professor  of  pediatrics  and  humanities.  His  special 
areas  of  interest  include  the  philosophy  of  medicine, 
ethics  and  bioethics. 

Prior  to  joining  ECU,  Moskop  was  assistant  profes- 
sor of  humanities  at  the  University  of  Calgary, 
Canada. 

An  editorial  assistant  for  the  Encyclopedia  of 
Bioethics,  he  has  published  articles  on  the  ethical 
aspects  of  euthanasia  and  suicide.  He  has  developed 
seminars  for  medical  practitioners  sponsored  by  the 
National  Endowment  for  the  Humanities  and  served 
as  research  associate  at  Georgetown  University  and 
the  University  of  Texas  Medical  Branch  at  Galveston. 

Moskop  received  his  undergraduate  degree  from 
the  University  of  Notre  Dame  and  his  Ph.D.  from  the 
University  of  Texas  at  Austin. 


A  microbiologist  at  the  School  of  Medicine  is  using 
scorpion  venom  to  study  the  mechanism  responsible 
for  the  development  of  pancreatitis,  an  inflammation 
of  the  pancreas  that  causes  excruciating  abdominal 
pain  and  is  fatal  in  some  cases. 

Dr.  Paul  Fletcher,  a  specialist  in  protein  chemistry, 
is  conducting  research  on  the  venom's  effects  on 
guinea  pigs  to  learn  more  about  how  it  affects  the 
release  of  digestive  enzymes  believed  to  cause  the 
disease.  The  three-year  project  is  funded  by  a 
$180,000  grant  from  the  National  Institutes  of  Health. 

Fletcher  says  the  type  of  venom  under  investigation 
is  known  to  cause  the  immediate  development  of  pan- 
creatitis. He  added  that  the  venom  is  found  only  in  a 
particular  species  of  scorpion  in  Trinidad,  Venezuela 
and  Brazil. 

The  project  is  a  collaborative  effort  with  Dr.  Louri- 
val  Possani,  professor  of  biochemistry  at  the  Univer- 
sity of  Mexico.  Fletcherand  Possani  recently  returned 
from  a  trip  to  Brazil  and  Trinidad  where  they  collected 
the  venom  needed  for  the  project. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  C.James  Walton  Jr.  of  Lenoir  has  been  installed 
as  the  33rd  president  of  the  Bowman  Gray  Medical 
Alumni  Association.  He  succeeds  Dr.  Robert  C.  Pope 
of  Wilson. 


The  installation  came  during  the  association's  an- 
nual Alumni  Weekend. 

Dr.  Murphy  F.  Townsend  Jr.  of  Greensboro  was 
elected  president-elect  of  the  association  and  Miss 
Katherine  Davis,  assistant  to  the  director  of  the  Bow- 
man Gray/Baptist  Hospital  Medical  Center,  was  re- 
elected the  association's  secretary. 

Elected  to  seats  on  the  association's  Alumni  Coun- 
cil were  Dr.  James  E.  Best  Jr.  of  Greensboro;  Dr. 
Thomas  R.  Blackburn  of  Shelby;  Dr.  L.  R.  Doffer- 
myre  of  Dunn;  Dr.  Paul  L.  Horn  of  New  Albany, 
Miss.;  Dr.  William  B.  Owen  Jr.  of  Waynesville;  and 
Dr.  Eari  W.  Parker  of  Raleigh. 

Receiving  awards  as  Distinguished  Alumni  Lectur- 
ers were  Dr.  Donald  M.  Hayes,  professor  and  chair- 
man of  the  Department  of  Community  Medicine  at  the 
University  of  Texas  Health  Sciences  Center  at  Hous- 
ton; and  Dr.  Henry  S.  Miller,  professor  of  medicine 
(cardiology)  at  Bowman  Gray. 

A  Distinguished  Service  Award  was  presented  to 
Dr.  Manson  Meads,  vice  president  of  health  affairs  for 
Wake  Forest  University  and  Director  of  the  Medical 
Center,  for  more  than  three  decades  of  service  to  the 
medical  center. 

A  Special  Recognition  Award  was  presented  to  Dr. 
Pope. 


The  Oncology  Research  Center  at  the  Bowman 
Gray  School  of  Medicine  was  the  focus  of  a  five-part 
report  on  cancer,  presented  in  November  by  WXII 
Television,  the  NBC  affiliate  in  Winston-Salem. 


A  surgical  team  from  Bowman  Gray  was  in 
Leogane,  Haiti,  recently  at  the  invitation  of  the  North 
Carolina  Diocese  of  the  Episcopal  Church  and  the 
Diocese  of  Haiti. 

The  team  was  led  by  Dr.  Mike  McWhorter,  assis- 
tant professor  of  neurosurgery. 

Team  members,  including  residents  in  surgery,  a 
nurse  anesthetist  and  a  surgical  nurse,  received  train- 
ing and  provided  health  care  at  the  Holy  Cross  Hos- 
pital in  Leogane.  The  team  completed  five  to  eight 
major  surgical  procedures  each  day  of  the  week-long 
trip. 


Though  Debbie  Jernigan  does  not  hold  the  record 
for  the  most  number  of  joint  replacements  at  the 
Bowman  Gray/Baptist  Hospital  Medical  Center,  few 
patients  at  the  center  were  as  severely  disabled  as 
Debbie. 

And  because  of  the  six  replacements  she  has  re- 
ceived, the  most  recent  being  in  November,  she  now 
declares  that  "life  is  great." 

Debbie,  who  lives  in  Goldsboro,  was  found  to  have 
juvenile  rheumatoid  arthritis  when  she  was  18.  She 
came  to  the  medical  center  at  age  21  for  her  first  joint 
replacement,  a  hip  replacement. 

Now,  at  age  26,  both  hip  joints  have  been  replaced. 
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as  have  her  knee  joints  and  both  shoulder  joints.  Both 
of  her  anicles  have  been  fused  and  medical  center 
physicians  have  fused  the  joints  of  two  fingers  on  one 
hand  and  the  joints  of  three  fingers  on  the  other  hand. 

She  is  considered  a  candidate  for  elbow  joint  re- 
placement by  her  orthopedic  surgeon. 

In  the  years  since  first  coming  to  the  medical  center, 
Debbie  has  moved  from  the  status  of  being  totally 
disabled  and  confined  to  either  a  bed  or  wheelchair  to 
being  able  to  walk.  Now  she  can  entertain  thoughts  of 
living  some  semblance  of  a  normal  life. 


Dr.  Vardaman  M.  Buckalew  Jr.,  professor  of  medi- 
cine and  physiology  at  Bowman  Gray,  has  been  ap- 
pointed to  the  Medical  and  Community  Program 
Committee  of  the  North  Carolina  Heart  Association 
Inc. 


Harriett  W.  Faulkner,  director  of  Bowman  Gray's 
Office  of  Minority  Affairs,  has  received  a  certificate 
from  the  North  Carolina  Conference  on  Black  Studies 
for  "outstanding  leadership,  service  and  dedication  in 
the  stmggle  for  the  survival  and  liberation  of  black 
people." 


Kate  B.  Gamer,  instructor  in  human  development, 
has  been  elected  to  a  three-year  term  on  the  Board  of 
Directors  of  the  Human  Betterment  League  of  North 
Carolina. 


Dr.  Clara  M.  Heise,  assistant  professor  of  radiol- 
ogy, has  been  appointed  to  the  editorial  advisory 
board  of  the  "Ligand  Review,"  a  new  journal  on 
clinical  radioassay. 


Dr.  Julian  F.  Keith,  professor  and  chairman  of  the' 
Department  of  Family  and  Community  Medicine,  has 
been  elected  to  the  Board  of  Directors  of  Hospice  of 
Winston-Salem/Forsyth  County  Inc. 


Dr.  Frederick  W.  Kremkau,  research  assistant 
professor  of  medicine,  has  been  elected  to  a  three-year 
term  on  the  Board  of  Governors  of  the  American 
Institute  of  Ultrasound  in  Medicine  and  was  appointed 
chaiimanof  the  institute's  Ethics  Committee.  He  also 
has  been  appointed  to  the  Editorial  Board  of  the  Jour- 
nal of  Clinical  Ultrasoand. 


Dr.  J.  M.  McWhorter,  assistant  professor  of 
neurosurgery,  has  been  appointed  chairman  of  the 
Subcommittee  on  Education  Allied  Health  of  the  Joint 
Committee  on  Education  of  the  American  Association 
of  Neurological  Surgeons  and  the  Congress  of 
Neurological  Surgeons. 
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Dr.  Robert  A.  Turner  Jr.,  associate  professor  of 
medicine,  has  been  appointed  to  the  new  North  Caro- 
lina Arthritis  Program  Committee  of  the  North  Caro- 
lina Department  of  Human  Resources. 


Dr.  John  R.  Ureda,  instructor  in  community  medi- 
cine, has  received  the  1979  Beryl  J.  Roberts  Memorial 
Award  for  Research  in  Health  Education  for  his  paper 
on  "The  Effect  of  Enhanced  Commitment  on  Motiva- 
tion and  Weight  Loss  in  a  Weight  Control  Program." 


Dr.  Howard  D.  Homesley,  associate  professor  of 
obstetrics  and  gynecology,  has  been  elected  president 
of  the  Society  of  Memorial  Gynecologic  Oncologists 
for  the  1979-80  term. 


Dr.  Richard  L.  Witcofski,  professor  of  radiology, 
has  been  appointed  a  member  of  the  Biological  Effects 
Committee  of  the  American  Association  of  Physicists 
in  Medicine. 


54 


Vol.  41.  No.  1 


Month  in 
Washington 


The  Carter  Administration's  two-and-a-half  year 
effort  to  thwart  hospital  spending  growth  has  been 
rejected  by  the  House  of  Representatives.  The  vote 
against  the  Administration  and  for  a  substitute  bill 
without  hospital  cost  controls  was  234  to  166,  a  rather 
shattering  defeat. 

The  outcome  was  a  striking  success  for  health  pro- 
vider groups  that  waged  a  vigorous  campaign  against 
the  institution  of  federal  controls  to  limit  hospital  ex- 
penditures. Leading  the  campaign  were  the  American 
Medical  Association,  the  American  Hospital  Associ- 
ation and  the  Federation  of  American  Hospitals,  the 
principal  groups  that  form  the  Voluntary  Effort  (VE) 
to  restrain  hospital  spending. 

Congress  was  assured  by  the  VE  leaders  after  the 
vote  that  the  VE  program  would  continue  unabated. 
"We  renew  our  pledge  to  the  American  people  and 
President  Carter  to  fight  intlation  with  every  resource 
at  our  command,"  said  James  H.  Sammons,  M.D., 
AMA  Executive  Vice  President. 

Dr.  Sammons  applauded  Congress  "for  its  support 
of  the  demonstrated  ability  of  the  private  sector  to 
control  hospital  costs  voluntarily.  We  assure  Con- 
gress that  its  confidence  in  the  private  sector  has  not 
been  misplaced,"  Dr.  Sammons  said. 

"We  are  very  grateful  for  this  rejection  of  rationing 
and  regulation,"  said  Michael  Bromberg,  Executive 
Director  of  the  FAH.  "But  the  issue  will  not  go  away. 
We  must  make  the  VE  continue  to  work." 

Alex  McMahon,  President  of  the  American  Hospi- 
tal Association,  said  the  House  action  represented  an 
endorsement  of  the  Voluntary  Effort.  The  Adminis- 
tration bill  would  have  "adversely  influenced  patient 
care  and  created  a  costly  addition  to  the  federal 
bureaucracy,"  said  McMahon. 

President  Carter  indicated  through  press  secretary 
Jody  Powell  that  the  issue  is  still  around.  There  was 
White  House  talk  of  reviving  the  measure  in  the  Sen- 
ate. However,  the  68-vote  margin  of  defeat  in  the 
House  was  far  too  large  to  raise  any  serious  Adminis- 
tration hope  of  moving  a  control  bill  through  the  pres- 
ent session  of  Congress. 

The  bill  approved  by  the  House,  tagged  as  the 
Gephardt  Amendment  after  Rep.  Richard  Gephardt 
(D-Mo.),  establishes  a  Commission  on  Hospital  Costs 
to  report  to  the  President  on  success  of  the  Voluntary 
Effort,  on  further  measures  that  might  be  needed  to 
restrain  costs,  and  on  long-range  strategies  on  the 
supply  of  and  demand  for  health  care  services.  It  also 


provides  for  federal  support  of  voluntary  state  hospi- 
tal cost  control  programs,  and  the  encouragement  of 
philanthropic  support  for  hospitals. 

The  defeated  measure  would  have  imposed  federal 
expenditure  controls  if  the  VE  failed  to  keep  hospital 
expenditures  increases  below  11.6%  a  year.  More 
than  half  the  nation's  hospitals,  including  all  rural 
hospitals,  would  have  been  exempt.  Wage  increases 
for  non-supervisory  workers  would  have  been  taken 
from  the  cost  equation.  So  many  exceptions  were 
made  in  efforts  to  win  votes  that  the  measure  was 
viewed  by  many  lawmakers  as  a  farce. 

The  defeat  for  President  Carter  illustrates  one  of  his 
major  problems  —  getting  Congress  to  approve  his 
legislative  program.  He  had  made  the  hospital  bill  the 
bellwether  of  his  anti-inflation  program  and  had  in- 
sisted that  its  passage  was  an  absolute  necessity  be- 
fore serious  consideration  could  be  given  to  national 
health  insurance. 

Carter  and  ex-Health,  Education  and  Welfare  Sec- 
retary Joseph  Califano  had  berated  hospitals  for  more 
than  two  years,  accusing  them  of  being  "fat  and  ineffi- 
cient" and  of  conducting  an  intense  lobbying  cam- 
paign against  the  public  interest. 

The  House  vote  was  preceded  by  several  hours  of 
keen  debate.  After  the  Gephardt  Amendment  won  the 
day,  the  House  was  faced  with  the  question  of  ap- 
proving the  amendment  or  nothing.  The  final  vote  on 
passage  was  321  to  75. 

House  Democratic  leaders  seemed  baffled  by  the 
Administration's  strategy  on  the  measure.  They  had 
warned  the  President  and  his  aides  that  their  nose 
counts  showed  that  the  Administration's  bill  for 
standby  federal  controls  didn't  have  the  requisite  sup- 
port in  the  House.  Despite  their  warnings,  the  Presi- 
dent sent  word  to  schedule  a  vote,  apparently  choos- 
ing to  believe  more  optimistic  predictions  from  his 
legislative  aides. 

The  House  Rules  Committee  had  delayed  the  vote 
fora  week  after  opponents  of  the  bill  on  the  committee 
showed  surprising  strength  by  refusing  to  accept  the 
desires  of  Administration  forces  for  a  parliamentary 
procedure  that  might  have  picked  up  additional  votes. 

Unable  to  secure  a  ruling  that  would  have  made  a 
vote  on  the  Gephardt  Amendment  contingent  on  a 
vote  to  recommit,  thus  making  the  bill's  opponents 
vulnerable  to  political  charges  they  were  against  doing 
anything  about  the  hospital  cost  situation.  Rules 
Committee  Chairman  Richard  Boiling  (D-Mo)  reluc- 
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tantly  acceded  to  President  Carter's  wishes  and  sent 
the  bill  to  the  floor.  The  "Rule"  granted  a  separate 
vote  on  the  Gephardt  Amendment. 

House  Speaker  Thomas  O'Neill  (D-Mass.),  an  Ad- 
ministration supporter,  told  reporters  before  the  vote 
that  the  Administration  would  lose  by  an  "over- 
whelming" margin.  (He  later  spoke  in  favor  of  the 
measure.)  Rules  Chairman  Boiling  made  it  explicit  at 
the  Rules  Committee  hearing  that  he  was  clearing  the 
bill  only  at  the  behest  of  the  Administration. 

The  chief  thrust  of  opponents  during  debate  was 
that  the  Administration  measure  threatened  to  impose 
more  red  tape  on  hospitals  so  that  higher  regulatory 
costs,  (a  proponent  of  the  bill  calculated  the  cost  of  the 
program  at  $25  million)  could  hardly  be  avoided. 

Scores  of  lawmakers  attacked  the  Administration 
plan.  Many  had  opposed  the  plan  in  House  Ways  and 
Means  and  House  Commerce  Health  subcommittees. 
Rep.  Gephardt  emphasized  that  the  main  point  of  his 
bill  was  "to  keep  us  on  the  voluntary  path  rather  than 
going  down  the  mandatory  path."  Hospital  costs  for 
the  first  seven  months  of  this  year  have  risen  less  than 
the  general  rate  of  inflation,  he  noted. 

Another  outspoken  foe  of  the  Administration  bill. 
Rep.  Phil  Gramm  (D-Tex.),  noted  that  30  state  offi- 
cials are  regulating  30  hospitals  in  Connecticut.  If  that 
ratio  is  applied  to  the  nation,  there  would  be  25,000 
federal  bureaucrats  controlling  hospital  expenditures, 
he  said. 

Rep.  David  Satterfield  (D-Va)  repeated  one  of  the 
principal  concerns  of  the  medical  and  health  profes- 
sions—  that  the  Administration  plan  was  "a  decisive 
step  toward  a  federalized  health  care  delivery  sys- 
tem." 

Enactment  would  push  the  American  system  in  the 
direction  of  the  British  system  in  which  "the  lack  of 
access  to  needed  care  has  now  become  so  acute  that  a 
major  British  union  recently  insisted  upon  supple- 
mentary private  health  insurance  for  its  members,"  he 
told  the  House. 

Rep.  James  Broyhill  (R-N.C.)  said  that  even  if  the 
optimistic  predictions  of  savings  under  the  Adminis- 
tration's controls  were  correct,  the  impact  on  overall 
inflation  through  the  Consumer  Index  would  be  only 
one-tenth  ofone  percent  in  1981.  The  Voluntary  Effort 
is  working,  the  Congressman  declared.  He  said  that 
the  success  of  the  North  Carolina  Voluntary  Effort 
plan  "demonstrated  that  this  serious  problem  can  be 
addressed  without  government  intervention." 

Rep.  Robert  Michel  (R-lll.)  said  that  if  the  cost 
control  bill  were  implemented  there  soon  would  be 
news  stories  about  patients  who  could  not  get  proper 
treatment  or  who  were  denied  entrance  to  hospitals. 
"There  is  risk  in  this  bill  and  the  risk  could  be  deadly," 
he  warned  the  House. 

"I  believe  that  this  bill  (Administration)  has  more  to 
do  with  politics  than  with  regulation,"  said  Rep.  Bill 
Alexander  (D-Ark.).  "I  believe  that  it  would  add  to 
inflation  through  another  layer  of  bureaucracy." 

Rep.  Willis  Gradison  (R-Ohio)  said  the  Administra- 
tion pkrn  penalized  efficient  hospitals  and  promoted 


"survival  of  the  fattest."  If  the  plan  had  been  in  effect 
in  the  past  much  of  the  life-saving  technology  and 
services  of  hospitals  would  have  been  stifled,  he  said. 
Rep.  Henry  Waxman  (D-Cal.),  Chairman  of  the 
Commerce  Health  subcommittee,  was  a  leader  in  the 
battle  for  the  Administration  bill.  He  told  the  House 
that  the  moderation  in  hospital  costs  was  a  result  of 
the  threat  of  price  controls.  There  is  no  assurance  the 
Voluntary  Effort  will  be  able  to  continue  its  success, 
he  said.  The  Carter  plan  "is  our  chance  to  say  to  the 
American  people  we  are  willing  to  act  to  hold  down  the 
skyrocketing  health  care  costs  facing  you,"  he  said. 


The  AMA  has  filed  an  appeal  of  the  Federal  Trade 
Commission's  ruling  of  October  12,  1979,  that  the 
AMA  Principles  of  Medical  Ethics  unlawfully  re- 
stricts physician  advertising. 

The  AMA's  petition  to  the  U.S.  Court  of  Appeals 
for  the  Second  Circuit,  in  New  York  City,  contends 
that  the  order  unlawfully  interferes  with  the  rights  of 
medical  societies,  prohibiting  them  from  disciplining 
members  for  overcharging  patients,  for  example.  The 
order  would,  furthermore,  unduly  restrict  the  ability 
of  the  AMA  and  other  medical  societies  to  curb  false 
iind  deceptive  promotional  practices  by  physicians. 

The  AMA's  appeal  contends  that  the  final  order 
went  beyond  the  jurisdiction  of  the  FTC  and  ignored 
the  Association's  efforts  to  "comply  with  evolving 
legal  and  social  standards,"  concerning  advertising  by 
physicians. 

The  FTC  in  its  order  did  concede  that  the  AMA  has 
a  "unique  and  valuable"  role  to  play  in  curbing  false 
;ind  misleading  advertising. 

The  October  12  decision,  which  was  made  public 
Octt>ber  24,  revised  an  administrative  law  judge's 
November,  1978,  ruling  that  would  have  barred  the 
AMA  from  any  regulation  of  advertising  for  two  years 
and  that  would  have  required  FTC  approval  for  sub- 
sequent guidelines. 


Blue  Cross-Blue  Shield  challenged  a  Federal  Trade 
Commission  staff  study  contending  that  physician  in- 
fluence over  Blue  Shield  plans  is  "associated  with 
significantly  higher  fees." 

Blues  President  Walter  McNerney  said  the  FTC 
Bureau  of  Economics'  methodology  and  results  "are 
not  supportable"  and  are  "directly  contrary"  to  the 
results  of  a  Blue  Shield  analysis.  "Even  if  the  staff's 
attempt  to  extrapolate  its  findings  rested  on  otherwise 
acceptable  methodology,  its  failure  to  take  account  of 
essential  characteristics  of  the  reimbursement  system 
which  it  analyzed  caused  the  staff  to  over-state  the 
possible  effects  of  physician  influence  on  Blue  Shield 
plans  and  total  health  care  costs,"  said  McNerney. 

The  FTC  report  said  "our  results  .  .  .  indicate  that 
reimbursement  rates  are  169f  higher  where  a  local 
medical  society  or  other  organized  group  of  physi- 
cians selects  board  members.  Furthermore,  if  physi- 
cians, regardless  of  the  method  of  their  selection. 
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comprise  50%  or  more  of  a  Blue  Shield  board,  reim- 
bursement rates  are,  on  average,  10%  higher." 

The  Report,  prepared  by  FTC  economists  David 
Kass  and  Paul  Pautler,  contains  a  disclaimer  that  it 
"has  not  been  reviewed  by,  nor  does  it  necessarily 
reflect  the  views  of  the  Commission  or  any  of  its 
members." 

Last  May,  FTC  Bureau  of  Competition  staff  called 
for  an  open  rule-making  proceeding  to  prohibit  physi- 
cian organizations  from  participating  in  the  control  of 
Blue  Shield  Plans  and  to  limit  for  five  years  individual 
physician  participation  to  no  more  than  25%  of  a 
plan's  governing  body. 


State-by-state  variations  in  Medicaid  coverage  have 
prompted  the  Administration  to  assign  high  priority  to 
upgrading  Medicaid  and  to  move  toward  making  ben- 
efits and  eligibility  uniform  across  the  nation.  Despite 
the  estimated  $20  billion  plus  cost  of  Medicaid  during 
the  past  fiscal  year,  serious  gaps  remain  in  financing 
health  care  services  for  the  poor.  One  result  has  been 
that  hospitals  and  physicians  are  providing  more  than 
$1  billion  a  year  in  charity  care. 

The  Administration,  whose  Medicaid  reforms  are 
embodied  in  its  National  Health  Plan  (NHI),  has  in- 
sisted that  the  Medicaid  problem  be  recognized  by  the 
Senate  Finance  Committee  during  its  mark-up  of  a 
Catastrophic  National  Health  Insurance  bill.  Re- 
sponding to  the  plea,  the  Committee  has  tentatively 
approved  provisions  insuring  that  the  proposed  $3,500 
"deductible"  for  out-of-pocket  health  care  expenses 
be  lowered  depending  upon  income. 

Between  25%  and  35%  of  the  population  with  in- 
comes below  the  poverty  line  —  some  nine  million 
people  —  don't  qualify  for  Medicaid.  In  some  states 
more  than  70%  of  the  poor  are  not  covered.  The  dif- 
fering welfare  programs  in  the  states  and  the  need  for 
Medicaid  to  mesh  with  these  had  posed  a  giant 
headache.  Federal  matching  Medicaid  funds  are  only 
furnished  for  coverage  of  people  who  tit  specific  wel- 
fare categories.  There  are  large  loopholes.  For  ex- 
ample, single  adults  and  childless  couples  who  are 
poor  cannot  receive  Medicaid  unless  they  are  disabled 
or  are  more  than  65  years  old. 

Income  cutoffs  for  Medicaid  eligibility  vary  greatly, 
from  less  than  $2,400  for  a  family  of  four  in  some 
southern  states  to  $4,800  or  above  in  some  northern 
tier  states. 

A  significant  problem  is  the  discouragement  to  pro- 
viders stemming  from  the  Medicaid  payment  rates 
which  average  20%  to  25%  lower  than  Medicare's 
rate,  a  bargain-basement  rate,  itself. 


The  House  had  defeated  legislation  to  extend  cov- 
erage of  the  National  Labor  Relations  Act  to  include 
interns  and  residents.  The  medical  profession  was 
split  over  the  question  of  whether  residents  should 
have  the  right  to  form  labor  unions  under  federal  law. 
Opposing  the  measure  was  the  Association  of  Ameri- 


can Medical  Colleges  because  of  the  possible  impact 
on  hospitals  affiliated  with  medical  schools. 

A  principal  supporter  of  the  proposal  was  the  AM  A, 
whose  House  of  Delegates  took  the  position  that  "the 
fact  interns  and  residents  are  .  .  .  learning  .  .  .  new 
skills  does  not  detract  from  their  legal  right  to  organize 
and  engage  in  collective  bargaining.  .  .  ." 


Rep.  Al  Ullman  (D-Ore.),  Chairman  of  the  Ways 
and  Means  Committee,  has  introduced  in  legislative 
form  a  new  tax  proposal  for  private  health  insurance. 
Ullman  is  the  first  lawmaker  to  propose  tightening  tax 
breiiks  for  private  health  insurance  in  order  to  encour- 
age purchase  of  cheaper  insurance,  to  spur  Health 
Maintenance  Organizations  (HMOs),  and  to  make 
health  providers  and  consumers  in  general  more 
cost-conscious.  In  a  House  speech,  Ullman  said  his 
bill  would  bring  in  $3  billion  more  in  federal  tax  rev- 
enues in  1984.  The  Ullman  Plan  is  expected  to  be  the 
subject  of  Ways  and  Means  hearings  next  year. 

Ullman  said  his  proposal  would  restructure  the 
financing  of  the  health  care  industry.  "It  encourages 
competition  within  the  health  industry  to  offer  more 
economic  policies,"  he  said.  "It  would  check  and 
stabilize  the  rising  proportion  of  the  GNP  spent  on 
health.  By  modest  estimates,  the  proposal  will  reduce 
health  care  spending  by  more  than  $3  billion  in  1984." 

By  concentrating  on  the  health  coverage  package 
offered  consumers,  Ullman  said  his  bill  would  force 
"the  consumer,  the  doctor,  the  hospital,  and  the  in- 
surance company  to  consider  the  wide  range  of  health 
benefits  and  their  prices  —  and  then  decide  exactly 
how  much  health  protection  a  worker  wants  for  his 
dollar." 

Ullman's  legislation  would  limit  the  tax-free  portion 
of  the  employer  contribution  to  $120-a-month  for  a 
family,  and  somewhat  less  for  individuals.  Such  a 
limit,  he  said,  will  encourage  employees  to  look  for 
better  buys,  to  get  more  for  their  $  1 20-a-month,  and  to 
examine  their  programs  more  carefully. 

Businesses  would  be  required  to  offer  a  low-cost 
health  plan  with  consumer  cost-sharing  or  a  HMO 
plan,  in  addition  to  the  traditional  full-benefit  policy. 


Rep.  Daniel  Flood  (D-Pa).  long-fime  head  of  the 
House  Appropriations  Subcommittee  on  Health  an- 
nounced he  will  leave  Congress  Jan.  3 1  because  of  his 
health.  The  76-year-old  Congressman  is  facing  a  fed- 
eral retrial  on  bribery  charges.  Flood  has  contended 
the  wrong-doing  was  carried  out  by  an  aide,  already 
convicted,  and  that  he  is  innocent.  Flood  was  an  in- 
fluential lawmaker  in  the  health  field,  guiding  the  bil- 
lions of  dollars  for  health  programs  for  many  years.  He 
assumed  the  chairmanship  of  the  key  subcommittee  at 
atime  when  the  sharp  escalation  by  Congress  of  health 
appropriations  was  coming  to  a  close.  In  general,  he 
voted  for  more  funds  for  the  Federal  Health  Budget 
than  the  Administration  requested,  but  less  than  the 
Senate  wanted. 
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Rep.  Tim  Lee  Carter  (R-NY).  an  expert  on  health 
legislation,  announced  he  will  retire  after  the  present 
session,  his  sixth  in  Congress.  The  physician- 
lawmaker  is  ranking  minority  member  on  the  House 
Commerce  Subcommittee  on  Health. 

Carter  for  many  years  teamed  with  former  Sub- 
committee Chairman  Paul  Rogers  (D-Fla.)  in  steermg 
viUil  health  measures  through  Congress.  A  staunch 
ally  of  the  AMA  on  most  of  its  positions.  Carter  was 


successful  in  modifying  many  bills  before  Congress 
and  in  blocking  others.  At  the  same  time,  he  favored^ 
much  important  health  legislation  and  worked  fori 
bipartisan  support. 

Shortly  after  announcing  his  retirement,  the  69- 
year-old  physician  spoke  on  the  House  floor  against 
the  Administration's  Hospital  Cost  Containment  Bill, 
declaring  it  would  force  many  hospitals  into  bank- 
ruptcy. 
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WILLIAM  THOMAS  RABY,  M.D. 

Dr.  William  Thomas  Raby  was  born  August  31, 
1917,  in  Tarboro.  He  attended  the  Citadel  in  Charles- 
ton, South  Carolina,  graduating  in  1938.  He  started  his 
medical  education  at  the  University  of  North  Carolina 
and  transferred  to  the  University  of  Maryland  where 
he  was  awarded  his  M.D.  degree  in  1942.  During 
World  War  II  he  served  in  the  Medical  Corps  and 
spent  some  time  in  France  as  an  active  combat  battal- 
ion surgeon.  After  the  war  he  returned  to  the  Univer- 
sity of  Maryland  Hospital  where  he  completed  his 
training  in  1949.  Dr.  Raby  moved  to  Charlotte  in  Au- 
gust, 1949.  and  started  his  practice  of  internal  medi- 
cine. Since  1949  he  had  been  a  member  of  the  staffs  at 
Presbyterian.  Mercy  and  Charlotte  Memorial  Hospi- 
tals. At  Presbyterian  and  Mercy  he  served  a  term  as 
chairman  of  the  Department  of  Internal  Medicine  and 
at  Presbyterian  he  served  as  chief  of  staff  for  one  year. 

Dr.  Raby  maintained  an  active  interest  in  organized 
medicine.  He  was  a  member  of  the  AMA  and  the 
North  Carolina  Medical  Society  for  several  years, 
president  of  the  Mecklenburg  County  Medical  Society 
from  1%9-1970.  and  president  of  the  North  Carolina 
Society  of  Internal  Medicine.  Dr.  Raby  was  also  very 
active  in  the  American  Society  of  Internal  Medicine, 
serving  as  a  member  of  the  President's  Council,  the 
Insurance  Council  and  Peer  Review  Council. 

In  1976,  as  there  developed  a  crisis  in  medical  liabil- 
ity insurance  for  the  physicians  of  North  Carolina,  the 
Medical  Liability  Insurance  Company  of  North  Caro- 
lina was  organized.  From  its  inception.  Dr.  Raby 
served  as  a  director  and  remained  so  until  his  death. 
He  served  as  chairman  and  member  of  the  Rating  and 
Underwriting  Committee.  He  gave  many  long  and 
often  exhausting  hours  to  this  organization. 

Whatever  Dr.  Raby  did,  he  always  gave  his  most. 
He  vigorously  pursued  the  hobbies  of  hunting  and 
fishing  and  strongly  believed  that  whatever  was  killed 
should  be  used  for  food.  He  was  an  avid  reader  and 
often  spoke  of  himself  as  a  "readoholic"". 

Dr.  Raby  was  concerned  about  the  welfare  of  all  of 
his  patients,  to  whom  he  gave  many  hours  of  extra 
time.  He  was  a  skillful  practioner  of  the  science  of 
medicine  but  never  neglected  the  art  of  medicine, 
especially  at  those  points  where  the  methods  of  sci- 
ence had  been  exhausted.  His  patients  were  his 
friends  and  they  realized  they  could  depend  upon  him. 
In  addition,  he  was  respected  by  his  colleagues  and 
associates  and  his  sound  honest  advice  was  often 
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sought.  There  was  never  any  doubt  as  to  where  he 
stood  and  he  never  shirked  from  voicing  a  minority 
opinion  whenever  he  thought  it  necessary. 

Dr.  Raby's  guiding  interests  in  life  were  the  practice 
of  medicine,  his  church  and  his  family.  He  was  an 
active  member  of  the  Myers  Park  Baptist  Church  and 
served  actively  on  the  Board  of  Deacons.  He  was  a 
loving  and  devoted  husband  and  father  to  his  wife 
Elizabeth,  and  his  three  children.  William.  Jr.. 
Elizabeth  and  James.  His  passing  has  left  a  void  in  the 
lives  of  his  many  friends,  patients  and  colleagues. 
MECKLENBURG  COUNTY 
MEDICAL  SOCIETY 


RALPH  C.  REID.  M.D. 

Long  before  the  environs  of  Charlotte  infringed 
upon  the  boundaries  of  Pineville.  Dr.  Ralph  C.  Reid 
opened  his  office  there  and  fulfilled  a  large  medical 
void  in  that  community.  To  qualify  for  that  large  re- 
sponsibility, he  had  prepared  himself  well.  He  was  a 
graduate  of  the  University  of  North  Carolina,  had 
taught  school,  had  graduated  from  Columbia  Univer- 
sity Medical  School,  and  had  served  as  an  intern  at 
Bellevue  and  City  Hospital  of  New  York  and  as  a 
resident  at  Charlotte  Memorial  Hospital. 

His  practice  was  large  and  successful,  and  yet. 
during  his  busy  years,  he  found  time  to  be  a  Mason  and 
Shriner.  to  belong  to  the  Lions  Club,  to  be  a  ruling 
elder  in  his  church,  a  president  of  the  South  Mecklen- 
burg P.T.A..  a  board  member  of  a  bank  and  to  rear  a 
large  family. 

And  now,  Ralph  Reid  is  in  his  grave.  After  a  busy 
and  rewarding  life  he  sleeps  well. 

MECKLENBURG  COUNTY 
MEDICAL  SOCIETY 


EWEN  KENNETH  McLEAN,  M.D. 

Dr.  Ewen  Kenneth  McLean  was  bom  May  24, 1892, 
in  Isle  of  Skye.  Invernessshire.  Scotland,  the  son  of 
Reverend  John  MacLean  (a  Presbyterian  minister) 
and  Barbara  Arnot  Cruickshanks  MacLean.  He  was 
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educated  at  the  Daniel  Stewart  Private  School  in  Edin- 
burgh, Scotland,  before  emigrating  to  the  United 
States  at  age  17.  After  arriving  in  the  United  States  he 
farmed  for  several  years  and  then  entered  pre-medical 
school  at  the  University  of  North  Carolina.  He  gradu- 
ated from  the  University  of  Texas  School  of  Medicine 
in  1919  and  completed  his  internship  at  John  Sealy 
Hospital,  Galveston,  Texas.  He  completed  his  resi- 
dency at  Willard  Parker  Hospital,  New  York  City,  in 
1921,  and  Children's  Hospital,  Washington,  in  1922, 
and  then  practiced  medicine  in  Thomasville,  Georgia, 
from  1922-1925,  where  in  1924  he  married  the  former 
Carmen  Evans. 

After  moving  to  Charlotte  and  opening  his  practice, 
he  helped  start  the  outpatient  clinic  at  Memorial  Hos- 
pital and  was  one  of  the  first  pediatricians  on  the  staff. 
He  was  one  of  the  founders  of  the  North  Carolina 
Pediatric  Society  and  a  former  treasurer  of  that  or- 
ganization. He  was  one  of  the  founders  and  a  past 
president  of  the  Charlotte  Pediatric  Society;  a  vice- 
president  of  the  Mecklenburg  County  Medical  Soci- 
ety; a  member  of  the  North  Carolina  Medical  Society 
and  its  "The  Fifty  Year  Club,"  and  the  American 
Medical  Association.  While  in  active  practice  he  was 
on  the  staff  of  Presbyterian  Hospital  and  Mercy  Hos- 
pital and  was  president  of  the  Mercy  Hospital  staff. 

Dr.  McLean  was  a  member  of  Nu  Sigma  Nu  Frater- 
nity, a  member  and  former  officer  of  the  Robert  Burns 


Society,  a  former  member  of  the  Charlotte  Rotary 
Club  and  a  member  of  the  Saint  Andrews  Society.  He 
was  a  member  and  former  deacon  of  Myers  Park  Pres- 
byterian Church  and  a  Veteran  of  World  War  I. 

Dr.  McLean  was  not  only  a  good  doctor;  he  was  a 
friend  and  counselor;  he  was  patient  and  understand- 
ing; he  was  everything  that  a  good  doctor  should  be. 
His  patients  were  not  numbers  —  they  were  people. 
After  examining  a  patient  he  would  sit  down  and  talk 
with  the  parents  about  their  children  and  explain  what 
was  wrong.  Dr.  McLean  represented  strength,  com- 
fort and  security  to  many  hundreds  of  parents.  He  had 
a  voracious  appetite  for  reading  and  since  he  didn't 
require  a  lot  of  sleep,  he  could  read  very  late  and  get  up 
alert  and  eager  to  go  to  work. 

In  1969  his  partners,  Drs.  Malcolm  McLean,  his 
son,  and  John  C.  Council,  Jr.,  honoring  his  many 
years  of  treating  children,  named  the  group  McLean 
Pediatric  Clinic.  In  1972  Dr.  Fred  Culpepper  joined 
the  practice.  Dr.  McLean  continued  in  practice  until 
1975  when  his  health  required  him  to  limit  his  ac- 
tivities. He  retired  from  practice  after  53  years.  He 
died  May  21,  1979. 

He  is  survived  by  his  wife.  Carmen;  his  son,  Mal- 
colm; a  daughter,  Mrs.  Rose  Lockhart  of  Charlotte; 
and  a  sister,  Mrs.  Barbara  Williamson  of  Charlotte. 
MECKLENBURG  COUNTY 
MEDICAL  SOCIETY 
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Classified  Ads 


CARDIOLOGIST  —  INTERNIST  31,  ABIM  certiHed  University 
trained  in  Invasive  and  Noninvasive  Cardiology,  seeks  solo  or  as- 
sociateship,  available  July,  1980.  Contact  George  B.  Ghanem, 
M.D.,  39030  Pinebrook,  Sterling  Heights.  MI  48078,  Phone:  (313) 
979-2848. 

IMG  Board  Eligible  Pediatrician  seeks  practice  opportunity  July 
1980.  University  trained.  Group  solo  institution  government  con- 
sidered. Write:  37  Judson  Street  #10B,  Edison,  New  Jersey  08817. 

EXCELLENT  OPPORTUNITY  IN  PRIVATE  PRACTICE  for  pri- 
mary care  MDs  in  beautiful  Danville,  Virginia;  annual  guaranteed 
ncome  of  $40,000:  office  space  available;  other  aspects  of  position 
negotiable.  Contact  Hunter  Grumbles,  Administrator,  The  Memo- 
rial Hospital,  Danville,  Virginia  (804)  799-3700. 

INTERNIST  needed  to  assume  busy  solo  practice  in  Professional 
Building  in  Winston-Salem,  N.C.,  becauseof  recent  death.  Will  sell 
or  lease.  All  furniture  and  equipment  in  excellent  condition;  780 
square  feet.  Contact  Mrs.  Del  Bland,  113  Professional  Building, 
2240  Cloverdale  Avenue,  Winston-Salem.  N.C.  27103,  Phone: 
(919)  772-3469  or  768-7882. 

EMERGENCY  MEDICINE  OPPORTUNITIES  —  Emergency 
physician  needed  to  provide  emergency  coverage  during  evening 
rotations  at  this  modern  facility  located  in  the  northeastern  portion 
of  North  Carolina.  Excellent  compensation  and  professional  liabil- 
ity insurance  provided.  For  details  send  credentials  in  complete 
confidence  to  Mr.  Joseph  Woddail,  970  Executive  Parkway,  St. 
Louis,  Missouri  63141.  or  call  toll-free  1-800-325-3982. 

NEW  FEDERALLY-SUBSIDIZED  rural  group  practice  in  beautiful 
Chatham,  Virginia  seeks  2  full-time  board-eligible  or  broad-certi- 
fied primary  care  MDs  for  July,  1980.  Approved  NHSC  site  but 
non-NHSC  candidates  eligible:  service  area  20,000;  on-site  practice 
administrator;  18  miles  from  urban  center  of60,000(  Danville,  Va.) 
with  459  bed  hospital;  excellent  salary  plus  fringe:  excellent  pros- 
pects for  traditional  private  practice  at  end  of  3  year  grant  period: 
mountains/lakes  close  by;  Call  Memorial  Hospital,  Danville,  Va. 
(804)  799-4441. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician's  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician's 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 


tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P. A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a.m.-5:00 
p.m.) 

BE  THE  DOCTOR  YOU  WANT  TO  BE  —  in  the  Navy.  The  Navy 
Medical  Corps  currently  has  openings  in  the  U.S.  and  abroad  for 
physicians  in  many  specialties.  You  may  choose  to  accept  your 
commission  as  a  naval  ofTicer  only  when  satisfied  with  your  initial 
assignment.  Starting  salary  is  comparable  to  a  $140,000  practice. 
Regular  working  hours  and  30  days  paid  vacation  annually  allows 
you  time  to  ei\joy  family,  friends,  and  hobbies.  The  quality  of  your 
life  is  important!  Contact  Lt.  Joe  Bryan,  Navy  Physician  Programs, 
Navv  Recruiting  District,  1001  Navaho  Drive,  Raleigh,  N.C.  27609 
or  Call  toll  free  —  1-800-662-7568 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  118 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound. 
Salary  &  ^.  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to:  David  Wright,  M.D.,  Chowan  Medical 
Center.  Edenton.  N.C.  27932  Tel:  (919)  482-2116. 

EMERGENCY  PHYSICIANS,  FULLTIME  AND  LOCUM  TENENS 
(two  weeks  to  six  months):  Malpractice  provided.  Immediate  op- 
portunities in  modern  facilities  in  good  locations.  All  inquiries 
confidential.  Contact:  Coastal  Emergency  Physicians.  P.O.  Box 
8703.  Durham,  N.C.  27707.  Telephone:  (919)  489-6521. 

NORTH  CAROLINA  —  Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  —  excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians.  Inc.  113  Landmark 
Square.  Virginia  Beach.  Virginia  23452  (804)  486-0844. 

VIRGINIA  —  Unique  opportunity.  Emergency  Medicine.  Modem 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians.  Inc..  113  Landmark  Square,  Virginia 
Beach,  Virginia" 23452  (804)  486-0844. 


January  1980,  NCMJ 


61 


Index  to 
Advertisers 


Air  Force 40 

Blue  Cross  &  Blue  Shield  of  N.C 18 

Bunoughs  Wellcome  Company 3,  34 

Charlotte  Treatment  Center 17 

Children's  Home  Society  of  N.C 52 

Crumpton,  J.  L.  &  J.  Slade,  Inc 7 

Fellowship  Hall,  Inc 35 

Golden-Brabham  Insurance  Agency   15 

Holly  Hill  Hospital  38 

Lilly,  Eli  &  Company   Cover  1,11 

Mandala  Center 5 


Medical  Liability  Mutual  Insurance  Co 8 

Merck  Sharp  &  Dohme 12,  13,  14 

Mutual  of  Omaha 1 

Ortega  Pharmaceutical  Company 42 

Roche  Laboratories Cover  2,  Cover  3,  Cover  4 

Smith,  Kline  &  French 31 

Upjohn  Company 32,  33,  34 

Willingway,  Inc 48 

Winchester  Surgical  Supply  Company, 

Winchester-Ritch  Surgical  Company 62 

Wyeth  Laboratories    43,  44,  45,  46 


Winchester  Surgical  Supply  Company 

200  South  Torrence-St.        Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.         Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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ROCHE 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS 


Double 

Strength 

Tablets 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  bJ.d.f  or  10  to  14  days 


■  Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■  Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■  Low  incidence  of  bacterial  resistance  in  community 
practice 


■  Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■  Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a  summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter.  Proteus 
mirabilis,  Proteus  vulgaris.  Proteus  morganu  It  Is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a  single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections 

Also  for  the  treatment  of  documented  Pneumocystis 
carina  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9  months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  3720527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim  A  laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a  likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers,  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  witfi  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended,  therapy  should  be  discontinued  if  a  signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency  severe  allergy  or 
bronchial  asthma  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency  hemolysis,  frequently  dose-related,  may 
occur  During  therapy  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 
6/ood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation,  arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1  DS  tablet 
(double  strength),  2  tablets  (single  strength)  or  4  teasp  (20  ml) 
bid.  for  10-14  days. 

Recommended  dosage  for  children — 8  mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A  guide  follows: 

Children  two  months  of  age  or  older 


Weight 
lbs            kgs 

20               9 
40              18 
60             27 
80             36 

Dose- 
Teaspoonfuls 

1  teasp.  (5  ml) 

2  teasp.  (10  ml) 

3  teasp.  (15  ml) 

4  teasp.  (20  ml) 

—every  12  hours 
Tablets 

V2  tablet 

1  tablet 

1 V2  tablets 

2  tablets  or  1  DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 
Clearance 

ml/mm) 

Recommended 
Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Va  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  cannii  pneumonitis:  Recommended  dosage: 
20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6  hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose-  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose'^'  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  1 6  oz 
(1  pint). 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  New  Jersey  07110 

Please  see  back  cover. 


Her  next  attack  of  cystitis  maipequire 

theBactri 

3-S^tem  counter 


ROCHE 


Bactrim  has^ghown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a  result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

♦The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into  ■ 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entei 

bacteriaceae  in  the  bowel  without  the  emergence  of  re 

tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  intri 

colonization  by  fecal  uropathogens.  It  has  no  signifi- 

"cant  effect  on  other  normal,  necessary  intestinal  flora 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/lower  intestinal  trac[ 


Please  see  reverse  side  for  summary  of  product  information. 


le  Official  Journal  of  the  NORTH  CAROLINA  MEDICAL  SOCIETY  D  D  D  February  1980,  Vol.  41 ,  No.  2 
"in  this  ISSUE: 

'SPECIAL  ARTICLE:  Highland  Hospital  Revisited:  Evelyn  Parker  Ivey-Davis,  M.D. 

A  Couvade  Syndrome  Variant:  Case  Report:  Allan  A.  Maltble,  M.D.,  Jesse  O.  Cavenar,  Jr.,  M.D. ,  Gregory  J.  O'Shanick,  M.D.,  and  Michael 
iR.  Volow,  M.D. 

iatrogenic  Illness  in  a  Community  Mental  Health  Center:  Jesse  O.  Cavenar,  Jr.,  M.D.,  and  Mary  G.  Cavenar,  R.N.,  B.S.N. 


Nowt  Iwo  dosage  forms 

Nolfoir 

fenoprofen  calcium 

300-019^  PuKrules'ond  600-mg^  IbbMs 


□  ISTA 


DIsta  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1980  Annual  Sessions 
May  1-4 — PInehurst 
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Highly  specif  ic  calming  action 
virtually  free  of  unwanted 
side  effects:  this  was  the  remarkable 
clinical  promise  of  Librium  cchbrciiazepoxide  hcd 
And  today  this  promise  continues  to  be 
fulfilled  in  a  wide  variety  of  patients 
you  see  everyday. 


ROCHE 


The  published  record  on  Librium  is 
enormous.  So  large,  in  fact,  it  had  to 
be  put  into  a  computer  data  bank  and 
retrieval  system.  It's  a  record  that 
shows  Librium  is  highly  effective  in  re- 
lieving anxiety;  that  Librium  is  seldom 
associated  with  serious  side  effects; 
that  Librium  rarely  interferes  with 
mental  acuity  at  proper  doses;  that 
Libriun>  is  used  concomitantly  with 
primary  medications.  However,  as 
with  all  CNS  agents,  patients  should 
be  warned  against  hazardous 
activities  recjuiring  complete 
alertness,  and  about  y 

possible  combined  effects 
vy^ith  alcohol.  s? 
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Librium^ 

chlordiazepoxide  HQ/Roche 


ssafi 


-J  An  unsurpassed  safety  record 

DMininnal  effect  on  mental  acuity 
n  proper  dosage 

a  Predictable  patient  resix>nse 

D  Is  used  concomitantly  with  primary 
medications,  such  as  anticholinergics 
and  cardiovascular  drugs 


5mg,  10 mg,  25mg  capsules 

synonymous 

wtthrelief 

'%    of  anxiety 


Please  see  next  page  for  summary  of  product  information. 


chlordiazepoxide  HCI/Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a  summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states  Efficacy  beyond  four 
months  not  establislied  by  systematic  clinical  studies  Periodic 
reassessment  of  tfierapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage,  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 
Precautions:  in  the  elderly  and  debilitated,  and  in  children  over 
SIX,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  td  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  IVlAO  inhibitors  and  phenothiazmes  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e  g  .  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  m  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  ad|ustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges  In  a  few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  laundice 
and  hepatic  dysfunction  have  been  reported  occasionally  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects Oral-Adults   tvlild  and  moderate  anxiety  and  tension,  5  or 
10  mg  t!  d  or  q.i.d..  severe  states.  20  or  25  mg  f,/  d.  or  q  /  d 
Geriatric  patients   bmgb.Ld.  to  q./.d.  (See  Precautions) 
Supplied:  Librium'  (chlordiazepoxide  HCI)  Capsules.  5  mg.  10 
mg  and  25  mg — bottles  of  100  and  500;  Tel-E-Dose-  packages 
of  100.  available  in  trays  of  4  reverse-numbered  boxes  of  25. 
and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50. 
available  singly  and  in  trays  of  10  Libritabs'  (chlordiazepoxide) 
Tablets.  5  mg.  10  mg  and  25  mg--bottles  of  100  and  500  With 
respect  to  clinical  activity  capsules  and  tablets  are  indistin- 
guishable 


RURAL  HGALTH  CARG/ 
UPDATG  I980 


^^*--S? 


American  Medical 
Association  33rd 
National  Conference 
on  Rural  Health 
Boston,  Massachusetts 
April  17-18.  I980 


Don't  miss  this  outstanding  opportunity 
to  update  yourself  on  the  latest  de- 
velopments in  the  delivery  of  health  care 
services  in  rural  areas.  Physicians  can 
earn  up  to  1 5  hours  of  continuing  medi- 
cal education  credit  by  choosing  from 
over  30  workshops,  CME  courses,  and 
general  sessions. 
Write  today  for  complete  information. 


Dept.  of  IVIeeting  Services 
American  Medical  Association 
535  N.  Dearborn  St. 
Chicago,  IL  60610 


Please  send  me  complete  information  on  the 
33rd  National  Conference  on  Rural  Healtli, 
April  17-18.  1980. 

Name 


Address  _ 
City 


ROCHE 


State/Zip  _ 


Roche  Products  Inc 
Manati.  Puerto  Rico  00701 


John  H.  Felts,  M.D. 
Winston-Salem 

EDITOR 

John  S.  Rhodes,  M.D. 
Raleigh 

ASSOCIATE  EDITOR 

Mr.  William  N.  Milliard 
Raleigh 

BUSINESS  MANAGER 


NORTH  CAROLINA 
MEDICAL  JOURNAL 

Published  Monthly  as  the  Official  Organ  of 

The  North  Carolina 

Medical  Society 

(ISSN-0029-2559) 

February  1980,  Vol.  41,  No.  2 


EDITORIAL  BOARD 

Charles  W.  Styron,  M.D. 
Raleigh 

CHAIRMAN 

George  Johnson,  Jr..  M.D. 
Chapel  Hill 

Edwin  W.  Monroe,  M.D. 
Greenville 

Robert  W.  Prichard.  M.D. 
Winston-Salem 

Rose  Pully.  M.D. 
Kinston 

John  S.  Rhodes,  M.D. 
Raleigh 

Louis  Shaffner,  M.D. 
Winston-Salem 

Robert  E.  Whalen,  M.D. 
Durham 


The  appearance  of  an  advertisement  in  this  pubhcation  does 
not  atnstitute  any  endorsement  of  the  subject  or  claims  of 
the  itdsertisements. 

The  Society  is  not  to  be  considered  as  endorsing  the  views 
and  opinions  advanced  by  authors  of  papers  delivered  at  the 
Annual  Meeting  or  published  in  the  official  publication  of  the 
Society.  —  ConMiluIion  and  Bylaws  of  the  North  Carolina 
Medical  Society.  Chapter  IV.  Section  4,  page  4. 

NORTH  CAROLINA  MEDICAL  JOURNAL,  .100  S. 
Havrthome  Rd..  Winston-Salem,  N.C.  27103.  is  owned  and 
published  by  The  North  Carolina  Medical  Society  under  the 
direaion  of  its  Editorial  Board.  Copynght^  The  North 
Carolina  Medical  Society  1980.  Address  manuscripts  and 
communications  regarding  editorial  matter  to  this 
Winston-Salem  address.  Questions  relating  to  subscription 
rates,  advertising,  etc..  should  be  addressed  to  the  Business 
Manager.  Box  27167,  Raleigh.  N.C.  27611.  All  advertise- 
ments are  .iccepted  subject  to  the  approval  of  a  screening 
committee  of  the  state  Medical  Journal  Advertising  Bureau, 
711  South  Blvd..  Oak  Park,  Illinois  60302  and/or  by  a  Com- 
mittee of  the  Editorial  Board  of  the  North  Carolina  Medical 
Journal  m  respect  to  stnctly  local  advertising.  Instructions 
to  authors  appear  in  the  January  and  July  issue.  Annual 
Subscription.  $10.00.  Smgle  copies,  $1.00.  Publication  of- 
fice: Edwards  &  Broughton  Co..  P.O.  Box  27286.  Raleigh. 
N.C.  2761 1.  Second-class  postaf;e  paid  at  Ralei^;h.  North 
Carolina  27611. 


Speci.^l  Article 

Highland  Hospital  Revisited 

Evelyn  Parker  Ivey-Davis.  M.D. 


85 


Original  Articles 
A  Couvade  Syndrome  Variant:  Case  Report 90 

Allan  A.  Maltbie,  M.D..  JesseO.  Cavenar,  Jr..  M.D. .Gregory  J. 

O'Shanick,  M.D.,  and  Michael  R.  Volow.  M.D. 
Iatrogenic  Illness  in  a  Community  Mental  Health  Center  ....     93 

Jesse  O.  Cavenar,  Jr..  M.D.,  and  Mary  G. 

Cavenar.  R.N..  B.S.N. 

Editorials 

A  Blush  is  a  Flush  is  a  Blush   95 

Wonders  Will  Never  Cease  Department 96 

Bulletin  Board 

New  Members  of  the  State  Society 97 

What?  When?  Where?    97 

News  Notes  from  the  East  Carolina  University  School  of 

Medicine   105 

News  Notes  from  the  Bowman  Gray  School  of  Medicine 

of  Wake  Forest  University 106 

News  Notes  from  the  University  of  North  Carolina-Chapel 

Hill  School  of  Medicine  and  North  Carolina  Memorial 

Hospital  108 

The  American  Society  of  Ophthalmologic  and 

Otolaryngologic  Allergy  115 

In  Memoriam 116 

Classified  Ads 117 

Index  to  Advertisers 118 


Contents  listed  in  Current  Contents/Clinical  Practice 


■ 


Z^m  ©DQGQDuDmQDD  F)D(3G 


From  time  to  time  individuals  may  experience  extreme 
problems  in  living.  When  ttiis  Inappens  it  may  be  necessary  to 
seek  help  from  experienced  members  of  the  medical  and 
helping  professions.  Mandala  Center  is  an  uncommon 
place  dedicated  to  brirTging  to  individuals  an  awareness  of 
thie  source  of  their  distress  and  help  them  find  resolutions  to 
their  problems. 

A  fully-accredited  75-bed  private  psychiatric  hospital 
and  clinic,  Mandala  moved  to  its  nevi/  quarters  on  a  16-acre 
suburban  site  in  November,  1976.  Founded  in  April,  1972,  the 
Center  seives  individuals  from  the  mildly  distressed  to  the 
acutely  disturbed. 

Children,  young  people  and  adults  may  enter  the  treat- 
ment programs.  Hospital  and  clinic  programs  are  available 
for  all  categories  of  emotional  and  mental  dysfunction! ng 


including  alcohol  and  drug  abuse.  InterdisciplinarY  treat- 
ment teams  plan  and  implement  the  programs  which  are 
individualized  for  each  person.  The  services  consist  of  indi- 
vidual, child,  couples,  group  and  family  ttierapies,  pastoral 
counseling,  sexual  and  living  skills  education,  vocational 
guidance  and  rehabilitation,  psychological  testing, 
chemotherapy,  psychoelectrotherapy  and  other  somatic 
therapy  services. 

Under  medical  supervision,  the  treatment  teams  consist  of 
psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  physicians'  associates,  psychiatric  nurses,  mental 
health  workers,  occupational  and  activities  therapists. 

General  medical  care  and  special  medical  problems  are 
provided  for  by  our  consulting  staff. 


i,,^^-^  MANDALA  CENTER,  INC. 

'^'-^^      3637  Old  Vineyard  Road 


^^My  Winston-Salem,  N.  C.  27104 
-^^  (919]  768-7710 

Bruce  W.  Rau,  M.D. 
Medical  Director 

Medical  Staff 

Roger  L.  McCauley,  M.D. 
Director,  Out-Patient  Services 

Hans  Lowenbach,  M.D. 

Senior  Consulting  Psychiatrist 

Larry  T.  Burch,  M.D. 

Staff  Psychiatrist 

Glenn  N.  Burgess.  M.D. 

Active  Staff 

Edward  Weaver,  M.D. 

Active  Staff 

For  informotion,  please  contact 
Richard  V.  Woodard,  Administrator 

JCAH  Accredited 
BC/BS  participating 
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What  would 
Thomas  Edison's 
physicicin  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a  year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a  carbon 
filament  in  a  vacuum  produced  a  good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a  short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 
If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 

You  see,  it  wasn't  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer's  pocket.  And  the  only  insurance 
available  —  accident  coverage  —  did  not 
cover  illness. 

Today,  as  a  member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a  regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  —  to  buy 
groceries,  make  house  payments  or  provide 
for  your  children's  education. 


With  Mutual  of  Omaha's  Disability  Income 
Protection,  a  disabling  sickness  or  accident 
no  longer  (as  in  Edison's  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you're  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A  Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there's 
no  obligation. 

Underwnllen  by 

Mutually 

People  Qou  can  count  on... 

MLTUAl  Of  OM*M*  ISSLBASCt   (_UMP*M 
HOME  OtflCl    OMAHA    ^fBRASI^4 

Mutual  of  Omaha  Insurance  Companv 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information 
on  the  Disability  income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 
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Endorsed  &  Approved  for  eli^ble  members  since  1939 

Official  Disability  Income  Plan 


What 
it  means 
to  you... 

our  40th  year 


of  Professionals  Serving  Professionals 

means  the  "HALLMARK  OR  RELIABILITY" the  peace  of  mind  in  i<nowing  that  there  would  be  adequate 

;ome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

'e,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
;ar  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
I'W  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  ^  J.  SLADE  CRUMPTON 

INCORPORATED 
PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  •  3001  Academy  Road  •  P.O.  Box  8500  •  Durham.  N.C.  27707  •  (9191  493-2441 
APPROVED  INSURERS  TO;  N.C.  Medical  •  N.C.  Dental  •  N.C.  Bar  Groups  •  N.C.  Engineers  •  N.C.  AlA  •  N.C.  CPA's 


IT'S  HIGHLY 

RECOMMENDED... 

AND  FOR  GOOD  REASONS 


I 


},) 


1 .  provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it's  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it's  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1  oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN' Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 

by  NASA  for 

the  Apollo  and 

Skylab  missions 


Each  gram  contams'  Aerosporm^  (Polymyxin  B  Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5  mg  (equivalent  to  3.5  mg  neomycin  base),  special  white 
petrolatum  qs:  in  tubes  of  1  oz  and  1/2  02  and  1/32  oz 
(approx.)  foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxictly  and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  usmg  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a  day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usually  a  low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a  failure  to  heal  During  long- 
term  use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  tor  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptiblf 
organisms,  including  fungi  Appropriate  measures  shoulf 

be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a  not  uncommor 

cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  beer 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/  Burroughs  Weflcome  Co. 

/  Research  Triangle  Park 
H-  '  '    V-^  /     North  Carolina  27709 


'k\ 


PRESIDENTS  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


TO.  9 


FEBRUARY  1980 


Coday  in  eastern  North  Carolina  we  are  up  to  our  ankles  in  snow  and  up  to  our 
lutei  in  politics.   The  heat  generated  thereby  will  keep  us  warm  to  the  end  of 
February,  but  as  the  old  lady  up  home  once  said  .  .  .  "It  seems  like  thar  ain't 
10  end  to  February". 

'he  1980  Leadership  Conference  was  one  of  the  best  ever  held.   Credit  goes  to  Liz  Kanof, 
I.D.,  who  is  the  Chairman  of  the  Communications  Committee,  her  committee  and  Dan 
?inch  of  your  Medical  Society  staff.   The  many  physicians  who  were  there  were 
treated  to  thoughtful  and  in-depth  talks  on  health  planning,  IPA's,  cost  contain- 
nent,  impaired  physicians,  and  many  other  aspects  of  medicine.   Former  Governor 
3ob  Scott  and  present  Governor  Jim  Hunt  gave  speeches  outlining  their  concerns 
for  North  Carolina  in  the  health  field.   Both  proposed  the  lifting  of  the  10% 
'tax"  on  physicians'  Medicaid  payments  in  hopes  that  more  physicians  would  treat 
•ledicaid  patients.   They  both  expressed  concern  that  the  cost  of  the  Medicaid 
urogram  is  being  increased  by  patient  utilization  of  hospital  emergency  outpatient 
facilities  rather  than  physicians'  offices.   This  is  also  a  concern  of  many 
Legislators  and  physicians.   The  hope  is  to  achieve  better  acceptance  of  these 
Patients  in  physicians'  offices.   It  is  also  important  that  some  educational  campaign 
56  put  on  to  educate  the  Medicaid  clients  in  the  proper  use  of  medical  facilities. 
This  should  be  put  on  by  the  state  in  cooperation  with  local  physicians  using  TV  spots 
3r  appearances  on  local  talk  shows. 

tour  Executive  Council  met  on  Sunday  following  the  Leadership  Conference.   All  but 
Dne  of  the  voting  members  were  present.   The  good  news  was  heard  early  in  the  day 
^?hen  Tilghman  Herring,  M.D.  ,  announced  that  a  dues  increase  would  not  be  needed 
'or  the  next  year;  however,  it  is  an  eventual  inevitability  because  of  the  inflation 
md  concomitant  increase  in  the  cost  of  running  your  Medical  Society. 

The  report  of  the  ad  hoc  Committee  on  Affiliate  Membership  of  Allied  Health 
'ersonnel  was  received.   The  report  of  the  committee  did  not  favor  affiliate 
nembership  but  did  suggest  that  interested  allied  health  people  be  allowed  to 
attend  annual  meetings  for  purposes  of  education. 

3ur  very  capable  Chairman  of  the  Legislation  Committee,  John  Dees,  M.D. ,  gave  a 
:ull  report  on  the  approaching  legislative  session.   John  is  promoting  a  trip  to 
Washington  by  the  members  of  his  committee  and  your  state  officers  to  meet  with 
iind  talk  to  the  North  Carolina  Congressional  Delegation.   This  will  be  on 


"ebruary  27th  and  will  be  reported  in  the  next  Newsletter. 

[he  biggest  chunk  of  time  for  the  Council  was  discussion  of  the  future  function 
5f  the  Committee  on  Blue  Shield  and  the  Insurance  Industry  Committee.   Our  legal 

ounsel  has  recommended  that  the  activities  of  these  two  committees  not  include 
:ee  review.   The  reason   given  was  that  the  FTC  could  perceive  such  activity 
jf  these  committees  as  a  form  of  fee  setting  even  in  unique  and  complex  cases 

hat  are  considered  on  an  individual  basis.   After  a  long  discussion,  the  following 
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motion  was  passed:   "THAT  THE  ACTIVITIES  OF  THE  BLUE  SHIELD  AND  INSURANCE  INDUSTRY 
COMMITTEES  BE  CONFINED  TO  CONSIDERATION  OF  POLICY  MATTERS  IN  WHICH  THE  SOCIETY  IS 
INTERESTED,  NOT  INCLUDING  FEES  FOR  PHYSICIANS'  SERVICES.   AND  FURTHER  THAT  THE 
ADMINISTRATIVE  CODE  IN  REFERENCE  TO  THESE  COMMITTEES  BE  REVISED  ACCORDINGLY—TO 
BE  EFFECTIVE  IMMEDIATELY.".   AMA  legal  counsel  is  wholeheartedly  in  agreement 
with  and  advocates  such  action  and  advises  a  half  million  dollar  legal  defense 
fund  for  those  groups  who  continue  any  type  of  fee  review.   There  is  nothing 
to  prevent  the  insurance  companies,  who  have  previously  utilized  the  services 
of  these  committees,  from  retaining  individual  physicians  to  advise  the  company, 
but  Society  committees  can  no  longer  make  fee  determinations.   This  action  was 
taken  to  protect  your  Society.   These  two  committees  have  worked  long  and  hard 
for  the  Society  and  have  in  essence  been  a  protector  of  the  public;  but  with  the 
FTC  running  wild  in  its  harassment  of  medicine,  this  action  was  best.   Tonight 
President  Carter  said  that  any  bill  to  weaken  the  FTC  would  be  vetoed. 

Maybe  there  will  be  an  end  to  February  eventually  and  March  winds  will  blow  the 
winter  cobwebs  away.   The  Executive  Council  meets  on  April  13th  at  the  Headquarter 
Building  and  the  Annual  Meeting  starts  May  1st  in  Pinehurst.   We  want  1,000 
members  present.   You  will  get  a  rest,  some  education,  good  food,  fellowship, 
recreation,  and  an  asterisk  by  your  name  in  the  annual  roster  of  physicians. 
What  a  bargain! 

And  the  last  item  excerpted  from  the  most  recent  Legislative  Roundup  of  the  AMA, 
February  8,  1980,  LR  XXI-LR2 : 

A  federal  court  has  handed  the  FTC  a  major  setback  in  its  efforts  to 
regulate  the  advertising  and  sale  of  ophthalmic  goods  and  services. 

In  the  judicial  action  brought  by  AMA  and  others  against  the  FTC's 
ophthalmic  goods  rule,  the  court  ruled  in  favor  of  AMA  and  rejected  the 
FTC  rule.   The  agency's  rule  would  have  set  aside  state  laws  regulating 
the  advertising  of  ophthalmic  goods  and  services  and  would  have  pro- 
hibited professional  associations  from  setting  ethical  standards  on 
such  advertising. 

The  court  noted  recent  Supreme  Court  decisions  on  professional  adver- 
tising and  determined  that  no  need  for  the  FTC  rule  existed. 


Sincerely, 


y^/' 


J.  B.  Warren,  M.D. 
President 
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clinical  significance 


m 


of  constipation 


WILLIAM  H.  RORER,  INC. 

Fon  Washington.  PA  19034 


Consfipotion 
Qcute  or  chronic 


Constipation  nnoy  be  caused  by  conditions  affecting 
the  filling  and  ennptying  of  the  rectunn. 


V 


Inadequate  filling 

Interference  in  propulsive 
conrrocrions 

Innpoirnnenr  of  smooth 
nnuscle  contractility 

Obstruction  of  the  lumen 


Inadequate  ennplying 

Interference  in  the  stimulation  of  the 
defecotion  reflex 

An  additional 
complication 

Self  treotment — use  and  abuse  of 
laxatives 


Treotnnent  of  underlying  disorders  is  critical, 
Relief  of  constipation  is  essential 
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Perdiem: 


...distinctive! 


A  unique  blend  of  nQfurol  vegetable  derivatives 
For  connfortoble  and  safe  relief  of  constipation 

Psyllium 

■  A  nonjrol  source  of  hydrophillic  colloids 

■  Srrengrhens  srimulus  ro  defecore 
by  increasing  indigestible  residue 

■  Helps  produce  sofr, 
hydrored,well  formed 
srool 


for  comfortoble 

relief  o* 

consfipo'io" 

^erdierfi 


Senno 


^50  9'Qms(8  8oz.)g-=""'*' 


■  Produces  mild  perisrolric 
srimulorion 

■  Helps  propel  bulk  through 
colon 


A  unique 

granular 

fornnulation 

■  No  mixing  or  chewing 

■  Granules  ore  placed  in 
mourh  and  swollowed  wirh 
full  gloss  of  beverage 

■  Helps  break  corhorric 
hobiruorion 

■  Helps  esroblish  normol 
defecatory  reflexes  ond 
regular  bowel  rhythm 


John  Moerz,  M  D. 

Medical  Direaor 

W,  H.  Rorer,  Inc. 

Fort  Woshington,  PA  19034 

Dear  Dr.  Moerz: 

Yes,  I  would  like  to  receive  o  supply  of  Perdiem™ 
storrer  somples  for  my  patients. 


Dr. 


Address . 
Ciiy 


Store  _ 
Zip- 


Speciolty . 


5J-312 


■  ■ 


Pirdiem 

Prescribing  informorion 

ACTIONS:  Perdiem"''  wirh  irs  genrle  oaion  does 
nor  produce  disagreeable  side  effecrs.  The  veg- 
eroble  mucilages  of  Perdiem™  soften  rhe  srool 
and  provide  pom-free  evacuonon  of  rhe  bowel 
Perdiem™  is  effeaive  os  on  aid  ro  eliminanon  for 
rhe  hemorrhoid  or  fissure  porienr  prior  ro  and  fol- 
lowing surgery 

COMPOSITION:  Norurol  vegeroble  denvarives:  A 
unique  blend  of  psyllium  ond  senno  (Plontogo 
Hydrocolloid  wirh  Cassia  Pod  Concenrrore) 
INDICATION:  For  relief  of  consriporion 
PATIENT  WARNING  Should  nor  be  used  in  rhe 
presence  of  undiagnosed  abdominal  pom  Fre- 
quenr  or  prolonged  use  wiihour  the  direcrion  of  a 
physician  is  nor  recommended  Such  use  moy 
lead  ro  loxorive  dependence 
DIRECTIONS  FOR  USE— ADULTS:  Before  breokfosr    . 
and  after  rhe  evening  meal,  one  ro  two  rounded 
reospoonfuls  of  Perdiem'"  gronules  should  be 
placed  in  rhe  mourh  and  swallowed  wirh  a  full 
gloss  of  worm  or  cold  beverage  Perdiem'" 
granules  should  nor  be  chewed.  After  Perdiem'" 
takes  effeo  (usually  after  24  hours,  bur  possibly 
nor  before  36-48  hours):  reduce  rhe  morning 
and  evening  doses  ro  one  rounded  reospoonful 
Subsequenr  doses  should  be  odjusred  after 
odequore  loxonon  is  obromed 
IN  OBSTINATE  CASES:  Perdiem™  moy  be  roken 
more  frequenrly,  up  ro  rwo  rounded  reospoonfuls 
every  six  hours 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES: Two  rounded  reospoonfuls  of  Perdiem™  in 
the  morning  and  evening  moy  be  required 
along  wirh  holf  rhe  usual  dose  of  rhe  purgorive 
being  used  The  purgorive  should  be  discon- 
rinued  as  soon  as  possible  ond  rhe  dosage  of 
Perdiem'"  granules  reduced  when  and  if  bowel 
tone  shows  lessened  laxative  dependence 
FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools  give  one  ro  two  rounded  reospoonfuls  of 
Perdiem'"  in  rhe  evening  with  warm  liquid 
DURING  PREGNANCY   Give  one  ro  two  rounded 
reospoonfuls  each  evening. 


FOR  aiNICAL  REGUIT^TION:  For  porienB  confined 
ro  bed,  for  those  of  inoaive  hobits,  and  in  rhe 
presence  of  cardiovasculor  disease  where  strain- 
ing musr  be  ovoided   one  rounded  reospoonful 
of  Perdiem'"  raken  once  or  twice  daily  will  pro- 
vide regulor  bowel  hobirs  Take  wirh  o  hjll  gloss  of 
worer  or  beverage 

FOR  CHILDREN:  From  age  7 — 1 1  years,  give  one 
rounded  reospoonful  one  ro  two  times  doily 
From  age  12  ond  older,  give  oduir  dosage 
NOTE:  Ir  IS  exttemely  imporronr  rhor  Perdiem'" 
should  be  raken  with  a  plentiful  supply  of  liquid. 
HOW  SUPPUED:  Gronules:  100  grom  (3  5  oz,) 
and  250  gram  (8  8  oz  )  canisters. 
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Made  in  WestGer 


NO  POSTAGE 

NECESSARY 

IF  MAILED 

IN  THE 

UNITED  STATES 


WILLIAM  H.RORER,  G 

Fort  Washington.  PA  19034 


BUSINESS  KEPLY  AAAIL 

FIRST  CLASS     PERMIT  NO.  29     Ft  Washington.  PA. 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 

William  H.  Rorer,  Inc. 

500  Virginia  Drive 

Ft.  Washington,  PA.  19034 


Attn:  Morketing  Services 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 

Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $100  to  $1,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month :  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a  business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 

Across  Street  from  Cone  Hospital 

Greensboro,  N.C.  27405 

Tel:  (919)  2753400  or  275-5035 


OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  V,  Section  1 : 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

Notice  to:  Delegates,  Alternate  Delegates,  Officials  of 
the  Morth  Carolina  Medical  !i»ociety,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in  the 
Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North  Caro- 
lina, at  the  following  times: 

Thursday,  May  I,  1980 — 10:00  a.m.— Opening  Session 
Saturday,  May  3,  1980 — 2:00  p.m. — Second  Session 

A  member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the 
Desk  in  the  Hotel  Lobby,  Thursday,  May  1,  1980,  from  8:30  a.m.  to 
12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their 
Credential  Cards  for  presentation  at  the  Registration  Desk,  Delegate 
Badges  must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 

Reference  Committee  hearings  are  scheduled  to  begin  Thursday,  May  1,  1980,  at  2:00  p.m. 


J.  B.  Warren,  M.D.,  President 
Henry  J.  Carr,  Jr.,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard,  Executive  Director 


:;anci«KL 


CharlotteTreatment  Center 

"OPERATED  BY  PEOPLE  WHO  CARE"  — IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  Treatment 
Center  we  believe  that  those  who 
suffer  from  the  treatable  disease 
of  alcoholism,  and  their  families, 
are  entitled  to  the  same  treatment 
and  loving  care  as  those  suffering 
from  any  other  disease. 

We  offer  a  full  range  of 
alcoholism  medical  and  counseling 
services,  including  a  full  time 
Physician,  a  Psychiatrist 
Consultant,  a  professional  staff  of 
Registered  Nurses,  a  Pharmacist 
and  a  professional  counseling 
staff,  most  of  whom  have 
established  excellent  track  records 
in  recovery  themselves.  We  also 
provide  diagnostic  facilities  within 
the  hospital  to  provide  for  on  the 
spot  testing,  quick  results,  and  a 
prompt  diagnosis.  We  provide 
individual  and  group  counseling 
for  the  alcoholic  and  the  family, 
and  a  structured  program  of 
aftercare  which  seeks  to  insure 


longterm,  stable  recovery  through 
intensive  involvement  in  Alcoholics 
Anonymous  and  Al-Anon  Family 
Groups. 

The  Center  is  a  private, 
non-profit  corporation  dedicated  to 
providing  effective  treatment  at  a 
reasonable  cost — treatment  which 
will  restore  the  sick  alcoholic,  and 
the  family  of  the  alcoholic,  to 
sober,  happy  and  rewarding  lives. 


Jamie  Carraway 
Executive  Director 


Rex  R.Taggart,  M.D. 
Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL  (704)  554-0285 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

EX)  accept  patients  that  are  critical  of  your  peers  and  have  "doctor  shopped"  all  over  town. 

DON'T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  "there"  and  have 
incomplete  information  is  unimportant. 

DON'T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a  possible  complication  or  bad  result  occurs,  it's  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON'T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don't  record  broken  appointments  or  the  patient's  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON'T  seek  a  consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a  patient,  for  without  first 
reviewing  the  chart  or  making  a  sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a  genuine  issue. 

DON'T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a  patient  to  seek  redress  —  against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a  Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO 


BOX  27285,  RALEIGH,  NX.  27611 
(919)828-9334 


more 
than  just  spectrum 


Nev^ 


CKCLIPEN 

(cycbcillin) 


Tablets/ 
Suspension 


Efficacy 
proven  in  the 
treatment  of 
bronchitis, 
pneumonia, 
upper  respiratory 

tract  infections 

and  otitis  media* 

with  fewer 

side  effects. 


"^^^(k' 


*Due  to  susceptible  organisms 

(See  important  information  on  last  page.) 


New  CKCL4PEN 

(cycbcillin)  ^.^        4 

efficacy  with  fewer  sidp 
ampicillin  confirmed  i 

studies  of  2,511 


Rapid,  virtually  complete 
absorption  from  Gl  tract 

Rapid  onset  of  action— 
mean  peak  serum  levels 
within  30  minutes 

Exceptionally  high  peak 
blood  levels— 3  times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

Rapidly  excreted 
unchanged  in  the  urine— 
IV2  times  faster  than 
ampicillin 


K:^^^ 


MEAN  BLOOD  LEVELS  IN  MCG  Ml  AFTER 
250  MG  CYCLACILLIN  SINGLE  ORAL  DOSE 


2  3 

Time  (Hrv  After  Adininislration) 


High  cure  rate  with  CYCLAPEN' 


Causative 
Organism 


S.  pneumoniae 


Bronchitis/Pneumonia 


t 


100 


95 


No.  I 
Pati(,li 


Chronic  Bronchitis     (acute  exacerbation) 


H.  influenzae 


92 


Though  clinical  improvement  has  been  shown,  bocteno- 
logic  cures  cannot  be  expectecJ  in  oil  patients  with 
chronic  respiratory  disease  due  to  H  influenzae 


Streptococcal  Sore  Throat 


Group  A  beta- 

hemolytic 

Streptococcus 


100 


86 


4^ 


%  Clinical  Response 
%  Bacterial  Eradication 


I 


I 

i 

i 
II 


more  than  just  spectrit 
in  bronchitis,  pneumoiif 
and  upper  respiratory 
tract  infections! 

*lncludes  all  patients  treated.  2,415  evaluated  for  sofetyj 
1,819  evaluated  for  efficacy. 

'Due  to  susceptible  organisms. 

Copyright  ©  1979,  Wyeth  Laboratories.  All  rights  reserved. 


ffects  than 

buble-blind 

Mients* 


^r  side  effects  with  CYCLAPEN®  in 
jle-blind  studies  to  date'^ 


:APEN  "  (cyclacillin) 

Jtive  for  bronchitis,  pneunnonia, 

ijpper  respiratory  tract  infections! 

icellent  clinical  results  in  bronchitis, 
)eumonia  and  upper  respiratory  tract 
r  actions 

Jjnificantly  lower  incidence  of  diarrhea 
jd  skin  rash 


fial  number  of  drug-related  side  effects  in  all  patients 

VLAPEN® 

128  of  1,286    (10%)  of  patients 

cipicillin 

202  of  1,129    (18%)  of  patients 

Difference  statistically  significant  (P  <0.001) 

more  than 
just  spectrum 
in  otitis  media 

Clinical  efficacy  of  CYCLAPEN"  in  otitis  medio' 


Causotive 
Organism 


S.  pneumoniae 


96 


95 


H.  influenzae 


88 


85 


No.  of 
Patients 


82 


96 


]%  Clinical  Response 
1%  Bacterial  EracJication 


3UA,  Hegarty  CP,  Deitch  MW,  Walker  BR: 
3  le-blind  clinical  trials  of  oral  cyclacillin 
Kimpicillin,  Antimicrob  Ag  Chemother 
>:'-58,  (Jan.)  1979. 

D'  on  file,  Wyeth  Laboratories. 


<h  Laboratories 

,A  PMiiadeiphia,  Pa  19101 


iportant  information  on  next  page) 


more  than 
just  spectrum 

CKCLIPEN 

(cyclacillin) 


© 


Tablets/ 
Suspension 


New  from  Wyeth  Laboratories 

CVCLIPEN 

(cycbcillin)  ^.o. 

more  than  just  spectrum  in  bronchitis,  ^^ 
pneumonia,  upper  respiratory  tract  i|^B 
infections  and  otitis  media*  \^ 


i^ 


■  Rapid,  virtually  complete 
absorption  from  Gl  tract 

■  Rapid  onset  of 
action— mean  peak  serum 
levels  within  30  minutes 

■  Exceptionally  high  peak 
blood  levels— 3  times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

■  Rapidly  excreted 
unchanged  in  the  urine- 
l'/2  times  faster  than 
ampicillin 

■  Significantly  fewer 
episodes  of  diarrhea  and 
skin  rash  than  reported 
with  ampicillin  in  studies 
to  date 

■  Excellent  clinical  response 
and  outstanding  bacterial 
eradication  documented 
in  double-blind  studies 
involving  2,581  patients 

■  New  CYCLAPEN® 
Suspension— 
great-tasting  raspberry 
punch  flavor 

''Due  to  susceptible  organisms. 


Wyeth  Laboratories 

'        '         '  Philadelphia,  Pa  19101 


How  Supplied 

CYCLAPEN®  (cyclacillin) 

tablets: 

250  mg  scored  tablets 

500  mg  scored  tablets 


Indications 

Cyc/d/3en-'  fcyc/aa'/in;  hss  less  m  vitro  activity  than  other  druis  in  tlie 
ampicillin  class  ol  antibiotics  and  its  use  should  he  conlined  to  the  indications 
listed  below 

Cyclapen^is  indicated  lot  ttie  treatment  of  ttie  tollowmg  inlections 
RESPIRATORY  TRACT 

Tonsillitis  and  ptiaryngilis  caosed  by  Groop  A  beta-liemolylic  streptococci 
Broncfiitis  and  pneumonia  caused  by  S  pneumoniae  (lormerly  D  pneu- 
moniae) 

Otitis  Media  caused  by  S  pneumoniae  (lormerly  0  pneumoniae)  and  H 
inliuemae 

Acute  exacerbation  of  ctironic  bronchitis  caused  by  W  intlueniae' 
'Though  clinical  improvement  has  been  shown  bacteriologic  cures  can- 
not be  expected  in  all  patients  y^ith  chronic  respitatoty  disease  due  to  H 
inltuemae 
SKIN  AND  SKIN  STROCTURES  (integumenfaryl  infections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci  non-penicillinase  producers 
URINARY  TRACT  INFECTIONS  caused  by  f  coll  and  P  mirabilis   (This  drug 
should  not  be  used  m  any  infections  caused  by  t  cob  and  P  mirabilis  other 
than  urinary  tract  infections ) 

NOTE  Cultures  and  susceolibility  tests  should  be  performed  initially  and 
during  treatment  to  monitor  Ihe  effectiveness  of  therapy  and  ffie  susceptibility 
ol  bacteria  Therapy  may  be  instituted  prior  to  the  results  ol  sensitivity  testing 
Contraindications 

The  use  of  this  drug  is  contraindicated  m  individuals  with  a  history  of  an 
allergic  reaction  to  penicillins 
Warnings 

CYCLACILLIN  SHOULD  ONLY  BE  PRESCRIBEO  FOR  THE  INDICATIONS  LISTED  IN 
THIS  INSERT 

CYCWCILLIN  HAS  LESS  IH  Vim  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  AMPI- 
CILLIN CLASS  ANTIBIOTICS  HOWEVER  CLINICAL  TRIALS  HAVE  DEMONSTRATED 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS 
SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC- 
TIONS HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  ADMIN- 
ISTRATION. IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC- 
TIONS ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A  HISTORY  OF 
SENSITIVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WITH 
A  HISTORY  OF  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCED 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A  CEPHALOSPOR- 
IN BEFORE  THERAPY  WITH  A  PENICILLIN  CAREFUL  INQUIRY  SHOULD  BE  MAD! 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS  CEPHALO 
SPORINS,  AND  OTHER  ALLERGENS  IF  AN  ALLERGIC  REACTION  OCCURS  TH' 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  Bl 
INITIATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER- 
GENCY TREATMENT  WITH  EPINEPHRINE  OXYGEN,  INTRAVENOUS  STEROIDS,  AIR- 
WAY MANAGEMENT  INCLUDING  INTUBATION,  SHOULD  ALSO  BE  ADMINISTERED 
AS  INDICATED. 
Precautions 

ProlorgeO  use  of  antibiotics  may  promote  the  overgrovrth  of  nonsusceptible 
organisms  If  suoerinfecfion  occurs  durrng  therapy,  appropriate  measures 
should  be  taken 

PREGNANCY  Pregnancy  Category  B  Reproduction  studies  have  been  performed 
in  mice  and  rats  at  doses  up  to  ten  limes  the  human  dose  and  have  revealed  no 
evidence  ol  impaired  tertilify  or  tiatm  to  the  fetus  due  to  cyclacillin  There  are, 
however,  no  adequate  and  well-conlrolled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  of  human  response,  this 
drug  should  be  used  during  pregnancy  only  it  clearly  needed 
NURSING  MOTHERS  II  is  not  known  whether  this  drug  is  excreted  in  human 
milk  Because  many  drugs  are  excreted  in  human  milk,  caution  should  be 
exercised  when  cyclacillin  is  administered  to  a  nursing  woman 
Adverse  Reactions 

The  oral  administration  of  cyclacillin  is  generally  well  tolerated 
As  with  other  penicillins,  untoward  reactions  of  Ihe  sensitivity  phenomena  are 
likely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 


CYCLAPEN®  (cyclacillin) 
oral  suspension 
125  mg  per  5  ml: 
100  ml  and  200  ml 
250  mg  per  5  ml: 
100  ml  and  200  ml 


bottle 


bottle 


hypersensilivily  to  penicillins  or  in  those  with  a  history  of  alleff 
(ever,  or  urticaria 

The  toKowJng  adverse  reactions  have  been  reported  with  the  usi 
diarrhea  (m  approximateiy  1  out  ol  20  patients  treated),  nause. 
(in  approximatelv  1  m  SO),  and  shin  rash  (in  approximately  1 
instances  ol  headache,  dizziness,  abdominal  pam,  vaginitis,  an'' 
been  reported  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  ill 
reported  during  therapy  with  other  penicillins  are  anemia,  thrt  J 
thtombocytopenic  purpura,  leukopenia,  neutropenia  and  eosir'l 
reactions  are  usually  reversible  on  discontinuation  of  therapy. 
As  with  other  semisynthetic  penicilhns,  SCOT  elevations  have  'i 
Dosage  and  Administration 


INFECTION' 


Respiratory  Iract 
Tonsillitis  & 
Pharyngitis" 


ADULTS 


250  mg  q.i.d.  in  equally 
spaced  doses 


CHILDREN  jl 
Dosage  stiil 
in  a  dose  t) 
foi  adults,  1 

body  weigl*  I 
lbs)  125'1 
equaify  spi 
body  weigl 
lbs)  250 
equally  sp<  f 


Bronchitis  and 
Pneumonia 
Mild  or  Moderate 
Inledions 
Chronic  Infections 


Otitic  Media 


Skin  &  Skin 
Structures 


Urinary  Tract 


50  mg.'kg 
equally  spi 
100  mg/k, 
equally  sp; 
50  to  100 
equally  sp. 
pending  or 
50  lo  100 
equally  sp.  . 
pending  oi  ^ 
100  mg/ki 
spaced  do: 


Z50  mg  qid  in  equally 
spaced  doses 
500  mg  q,i,d  in  equally 
spaced  doses 
250  mg  to  500  mg  q  i  d 
in  equally  spaced  doses 
depending  on  severity 
250  mg  to  500  mg  q.i.d 
in  equally  spaced  doses 
depending  on  severity 
500  mg  qid  in  equally 
spaced  doses 
*As  with  antibiotic  therapy  generally,  treatment  should  be  ih 
minimum  of  48  lo  72  hours  after  the  patient  becomes  asympli 
evidence  of  bacterial  eradication  has  been  obtained  ! 

"In  miections  caused  by  Group  A  beta-hemolylic  streptococci 
10  days  of  Ireatment  is  recommended  to  guard  against  the  ri: 
fever  or  glomerulonephrttis. 

in  the  Ireatment  o!  chronic  urinary  tract  inlection.  frequent  b; 
clinical  appraisal  is  necessary  during  therapy  and  may  be  reqi 
months  afterwards. 

Persistent  infection  may  require  treatment  lor  several  weeks. 
Cyclacillin  is  not  indicated  m  children  under  2  months  of  agi 
Patients  with  Renal  Failure 

Based  on  a  dosage  of  500  mg  qid,  the  following  adjust 
interval  is  recommended 

Patients  with  a  creatinine  clearance  of  >50  ml  mir 

age  interval  adjustment 

Patients  with  a  creatinine  clearance  of  30-50  ml/mm  sh 

doses  every  12  hours 

Patients  with  a  creatinine  clearance  ol  between  15-301'^ 

receive  full  doses  every  18  hours 

Patients  with  a  creatinine  clearance  of  between  10-15  "" 

receive  full  doses  every  24  hours. 

In  patients  with  a  creatinine  clearance  of  < 

serum  creatinine  values  ol  i  10  mg  %,  serum  cyclacillin  li 

mended  to  determine  both  subsequent  dosage  and  freq 
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SPECIAL  ARTICLE 


Highland  Hospital  Revisited 


Evelyn  Parker  Ivey-Davis,  M.D. 


I  SHOULD  like  you  to  go  back 
with  me  in  time  to  1933  and  look 
at  Highland  Hospital  as  I  first  saw  it 
in  June  of  that  year.  My  sister,  a 
psychiatric  nurse  at  Highland, 
whom  I  was  visiting,  drove  me  out 
Montford  Avenue.  She  pointed  to  a 
big  four-story  building  on  the  left 
and  explained  that  that  was  Hill 
House,  the  residence  for  the  nurses, 
and  that  was  Barr  Cottage,  a  doc- 
tor's house.  As  we  turned  on  to  Zil- 
licoa,  we  noted  Comer  Cottage,  the 
home  of  other  staff.  Next  to  it  was  a 
brown  shingled  bungalow  which 
was  Homewood,  where  Dr.  and 
Mrs.  Carroll  lived.  Tucked  slightly 
to  the  back  was  a  small  garage- 
looking  building,  also  in  dark  brown 
shingles,  which  was  then  Mrs.  Car- 
roll's music  studio.  We  passed  the 
Rumbough  House,  which  did  not 
then  belong  to  the  hospital,  and  saw 
ahead  the  Georgian  colonial  four- 
story  building  to  the  left  with  its 
portico,  steps  and  six  sparkling 
white  columns.  This  building. 
Highland  Hall,  was  the  administra- 
tion building  and  contained  the 
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nicer  rooms  for  patients  as  well  as 
being  the  center  of  education  for  the 
nurses'  training  school.  But  as  we 
approached,  we  could  see  other 
parts  of  the  grounds.  Straight  ahead 
and  to  the  left  of  Highland  Hall  were 
tennis  courts,  behind  which  was  the 
large  wooden  Central  Building  with 
a  gracious  full-length  front  porch. 
To  the  right  one  could  see  wooded 
areas  and,  upon  looking  closely, 
comfortably  dressed  individuals  in 
low-heeled  shoes  walking  with  a 
student  nurse  in  blue  uniform  with 
starched  white  apron  and  bib  and 
perhaps  a  probation  nurse  in  blue 
uniform  with  a  starched  apron  and 
black  stockings.  If  we  looked 
further  to  the  right,  to  the  area  upon 
which  this  building  now  stands,  we 
could  see  the  top  of  the  hill  with  its 
peg  board.  A  patient  and  staff  mem- 
ber were  charging  wearily  to  the  top 
of  the  hill  to  plug  in  a  peg  indicating 
the  number  of  hills  climbed. 
Another  more  sprightly  individual 
had  run  to  the  top  of  the  hill  and  was 
making  some  mark  on  the  ground  to 
indicate  the  number  of  hills  run. 

Then  our  attention  was  directed 
to  the  left  again  where  we  saw  a 
group  of  three  people  walking  from 
Highland  Hall  to  Central  Building. 
On  one  side  of  the  central  figure  is  a 
nurse  in  a  starched  white  uniform 
with  a  high  collar  and  a  little  or- 


gandy cap.  The  cap  was  a  distinc- 
tive one.  It  reminded  me  of  an 
upside  down  bathtub,  with  a  black 
ribbon  around  its  straight  edge  be- 
fore the  little  lacy  ruffles  lay  flat  on 
the  top  of  the  head.  To  the  left  of  the 
central  figure  was  an  attendant  in  a 
white,  short-sleeved  jacket.  The 
central  figure  was  a  tall  man, 
straight  as  a  ramrod,  with  a  balding 
head  fringed  with  white  hair, 
frameless  glasses  and  starched 
white  suit,  the  jacket  of  which  gave 
the  appearance  of  modified  military 
dress  jacket  or  a  navy  officer's  dress 
white  without  the  brass  buttons. 
This  was  Dr.  Carroll.  Rarely  was  he 
called  anything  but  "Doctor," 
whether  in  awe  or  in  affection. 

Those  who  came  to  know  Dr. 
Carroll  recognized  he  was  bright, 
always  a  student,  always  searching 
for  the  truth.  Behind  his  austere 
facade,  he  was  warm  and  showed 
genuine  interest  and  concern  for 
people.  Let  us  take  a  look  at  the 
background  of  this  man  and  of  the 
hospital,  to  better  understand 
whence  Highland  Hospital  came. 

WHENCE  HIGHLAND  HOSPITAL 
STARTED 

Robert  Sproul  Carroll  was  bom 
Febmary  18,  1869,  in  Cooperstown, 
Pennsylvania,  a  descendant  of 
Charies  Carroll,  one  of  the  signers 
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of  the  Declaration  of  Independence, 
and  a  son  of  a  minister  and  his  wife, 
a  rare  and  wise  woman.  He  was  one 
of  four  boys.  The  family  had  moved 
regularly  until  it  finally  settled  in 
Cleveland,  Ohio,  where  Dr.  Carroll 
attended  public  school.  Even  as  he 
excelled  in  his  studies,  he  showed 
expertise  and  genuine  interest  in 
baseball  and  exercise.  He  was 
musical,  sang  in  the  church  quartet 
and  Bach  Choir  and  other  vocal 
groups.  While  in  school,  he  worked 
in  his  brother's  pharmacy  and  sub- 
sequently became  a  registered 
pharmacist  at  the  age  of  18.  He  had 
his  own  pharmacy  on  the  outskirts 
of  Cleveland.  There  he  began  to  ob- 
serve the  physicians  and  their  pa- 
tients and  the  inter-relationships.  It 
was  here  he  began  to  associate  nu- 
trition and  personal  habits,  includ- 
ing exercise,  with  the  length  of  life. 
He  left  the  practice  of  pharmacy  to 
enter  medical  school,  an  interest  he 
hiid  had  since  the  age  of  9.  After 
graduating  with  honors  in  1893  from 
the  Marian  Simms  Medical  College, 
now  the  University  of  St.  Louis,  he 
went  to  Calvert,  Texas,  where  he 
had  a  general  practice  in  medicine 
and  surgery  for  five  years.  Already 
he  had  become  increasingly  aware 
of  the  need  for  his  patients  to  re- 
ceive psychiatric  help  and  so,  after 
two  years,  he  took  a  year's  leave  of 
absence  in  search  of  additional 
training.  He  received  this  training  in 
1895  at  Rush  Medical  College  (Uni- 
versity of  Chicago),  at  Polyclinic  in 
New  York,  and  at  Battlecreek 
where  he  went  to  study  their  meth- 
ods of  treatment,  especially  hydro- 
therapy. In  those  days  there  was  lit- 
tle specialty  training  for  psychiatry; 
he  had  to  search  out  what  he  could 
from  every  resource. 

He  went  back  to  his  general  prac- 
tice for  three  more  years,  then  left  it 
to  work  in  a  small  private  psychiat- 
ric hospital  in  Marysville,  Ohio.  He 
could  not  accept  the  then  prevalent 
practice  in  mental  hospitals  of  using 
powerful  medications  to  smother 
the  patient's  abnormal  conduct.' 
Dr.  Marie  Baldwin  has  reminded  us 
that  one  day  he  overheard  a  patient 
who  had  just  helped  unload  a  coal 
wagon  say  that  he  felt  better  and 
believed  that  if  he  worked  like  that 
more  often  he  would  soon  be  well.'- 
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This  strengthened  Dr.  Carroll's  own 
growing  conviction  in  the  curative 
value  of  physical  work  for  mental 
disorders.  He  decided  to  open  his 
own  hospital. 

Now  in  the  course  of  this  search 
for  a  location.  Dr.  Carroll  came  to 
Asheville.  He  was  impressed  with 
the  freshness  of  the  air,  the  pres- 
ence of  oxygen,  even  as  we  today 
are  impressed  with  it.  He  selected 
Asheville  because  of  its  climate  in 
which  patients  were  assured  of  "330 
outdoor  days"  in  which  they  could 
exercise  outdoors,  thereby  aug- 
menting the  oxygen  supply  to  "their 
sick  brains." 

He  found  a  20-room  building  on 
Haywood  Street,  which  he  was  able 
to  rent.  With  a  $5,000  loan  on  his 
insurance  policy,  he  founded  Dr. 
Carroll's  Sanitarium.  75  years  ago 
today.  This  building  contained  a 
hydrotherapy  department  and 
housing  for  staff  and  patients.  The 
property  was  opposite  the  old  Bat- 
tery Park  Hotel.  It  was  that  hill 
going  up  to  the  hotel  that  his  pa- 
tients used  to  climb  for  their  daily 
exercise.  Parenthetically,  Dr.  Car- 
roll recognized  how  monotonous 
for  the  patient  and  how  silly  and 
foolish  appearing  to  others  it  must 
be  to  see  a  patient  do  a  thousand  feet 
or  more  of  hill  climbing  a  day,  day- 
after-day  and  month-after-month. 
But  he  felt  this  was  a  small  price  to 
pay  for  the  condensed  exercise  and 
for  the  resulting  vitality.-'  But  since 
he  was  genuinely  kind  and  sensi- 
tive, this  may  have  been  one  of  the 
motivating  factors,  in  addition  to  his 
need  for  more  space,  that  prompted 
him  to  purchase  in  1906  the  80  acres 
of  wooded  hills  on  Zillicoa  Street. 
Here  one  could  climb  hills  in  pri- 
vacy. Subsequently,  the  sanatarium 
was  renamed  Highland  Hospital. 

Now  that  1  have  tried  to  show  you 
whence  Highland  Hospital  came,  I 
shall  outline  for  you  the  principles 
of  Dr.  Carroll's  treatment,  put  them 
in  perspective  of  psychiatric  under- 
standing at  that  period  and  of  what 
was  going  on  in  the  rest  of  the  world. 
I'll  Uy  to  show  you  some  of  the  cor- 
relation with  the  current  programs 
at  Highland  Hospital  and  Duke  and 
take  a  brief  look  into  the  future. 
We'll  talk  about  where  we  have 


been,  then  where  we  are  and  where  \  it 
we  are  going. 

WHERE  WE  HAVE  BEEN 
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Let  us  review  the  aim  of  the  hos- 
pital ;ind  Dr.  Carroll's  beliefs  and 
principles.  The  aim  of  the  hospital 
was  to  help  individuals  achieve 
"brain  health."  This  was  to  be  ac- 
complished through  a  balanced  diet 
with  exercise  of  physical  work  or 
play,  the  rebuilding  of  will  and  con- 
structive habits,  psychotherapy, 
family  therapy  and  adjunctive 
treatments.  In  Dr.  Carroll's  words, 
"Man  is  mentally,  morally  and 
physically  so  attuned  that  when  dis- 
ordered, his  perfect  restoration  de- 
mands intelligent  readjustment  of 
each  element."^ 

He  believed  that  the  physical 
damage  of  nervousness  was  due  to 
self-intoxication,  to  the  years  of 
lack  of  balance  between  food  and 
exercise.  He  believed  particularly  .allf 
that  the  primary  offender  was  red  il 
meat  which,  when  fed  to  the  seden-*  ,aw 
tary  business  or  professional  man  or  tMd 
woman,  became  a  drug,  decayed  in^  \m 
the  intestinal  tract  and  produced t  rid 
toxins,  which  then  penetrated  blood 
brain  barriers,  entered  the  brain 
cells  and  caused  mental  distur-! 
bance.  He  strove  to  correct  this  by 
carefully  regulated  diets,  varied  ac- 
cording to  the  amount  of  exercise  an  i 
individual  took.  He  believed  thatifCai 
starches  and  the  fat  in  cream  were 
metabolized  most  easily  for  energy. 
The  principal  proteins  used  in  the 
diet  at  the  hospital  were  fowl,  fish, 
eggs  and  dairy  products.  He  had 
also  been  critical  of  the  abundant 
use  of  sweets  and  allowed  a  small 
amount  of  sweets  only  at  the  end  of: 
the  meal.-' 

I  recall  the  occasions  when  I  was 
a  guest  for  dinner  at  Homewood. 
After  a  beautifully  served  formal 
meal,  complete  with  finger  bowls, 
William,  the  butler,  would  serve 
small  individual  plates  to  us  with 
just  a  bit  of  sweet:  a  nut  and  two 
mints  or  perhaps  a  stuffed  date  or 
two. 

Let  us  not  leave  the  subject  of 
diets  without  remembering  that  pa- 
tients gardened  as  exercise.  From 
the  time  the  hospital  was  first  estab- 
lished. Dr.  Carroll  believed  in  the 
nutritional  and  enriching  value  of 
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esh  vegetables  on  the  trays  and 
ible.  This  practice  preceded  the 
iscovery  of  vitamins.  It  was  not 
Intil  1911  that  Funk  had  obtained 
irom  rice  polishings  a  crystalline 
iToduct  which  cured  beriberi  in 
jats.  This  he  called  "vitamine."^ 
biscoveries  of  other  vitamins  fol- 
pwed  rapidly. 

]  Dr.  Carroll  believed  that  a  reason 
line  person  of  a  family  might  be- 
ome  mentally  ill  while  other  mem- 
iers  with  approximately  the  same 
leredity  and  environment  remain 
Itable  was  related  to  that  person's 
laving  a  defective  blood  brain  bar- 
ier.  He  followed  the  scientific  de- 
relopments.  hypotheses  and  work 
iif others  carefully.  He  had  formed  a 
lose  personal  and  professional  re- 
lationship with  Dr.  Adolph  Meyer  at 
Johns  Hopkins,  then  dean  of  Amer- 
ban  psychiatry.  Dr.  Meyer  sent  pa- 
ients  to  Highland  Hospital  and  fre- 
[uently  came  to  consult  even  as  Dr. 
Carroll  went  to  Johns  Hopkins  to 
hare  with  him.  They  were  both  im- 
iressed  with  the  observation  that 
he  severely  mentally  ill  frequently 
howed  improvement  during  infec- 
ious  processes,  especially  those 
issociated  with  a  systemic  high 
vhite  blood  cell  count.  Some  be- 
ieved  that  this  increased  white 
ilood  cell  count  was  associated 
vith  a  fresh  regenerative  impulse. 
>.  Carroll  conjectured  that  an  in- 
ured blood  brain  barrier  might 
nterfere  with  normal  chemotaxis 
uid  that  schizophrenia,  or  dementia 
oraecox,  as  it  was  then  called,  might 
brove  a  food  chemical  deprivation 
ather  than  a  toxic  destructive  pro- 
;ess.  He  conceived  the  idea  that  if 
le  could  artificially  produce  an  in- 
:reased  white  blood  cell  count  in  the 
'neninges  and  cerebrospinal  fluid, 
le  might  restore  the  choroid  per- 
meability thereby  improving  the 
lutrition  and  health  of  the  brain.  He 
hought  of  a  plan,  that  of  artificially 
ITeating  an  aseptic  meningitis,  by 
'ise  of  a  sterile  foreign  protein. 

On  January  13,  1923,  he  gave  the 
Irst  of  a  series  of  horse  serum  in- 
ections  into  the  spinal  column  by 
neans  of  lumbar  puncture,  a  his- 
oric  innovative  approach.  The  re- 
sult was  dramatic  improvement  in 
;ach  of  the  five  patients  who  re- 
ceived two  to  five  of  such  treat- 


ments. In  some  cases,  remission 
occurred,  lasting  for  over  two 
yeais.'^  His  techniques,  laboratory 
findings  and  the  clinical  course  of 
the  patients  were  watched  closely 
by  other  psychiatrists. 

This  induction  of  aseptic  menin- 
gitis in  the  severely  mentally  ill  had 
at  first  been  regarded  with  skepti- 
cism. But  as  its  therapeutic  value 
proved  unquestionably  better  than 
any  other  form  of  treatment  it  was 
used  in  other  parts  of  the  country 
and  abroad. 

A  review  of  the  literature  re- 
vealed that  the  "Carroll  Treat- 
ment" was  given  to  over  100  pa- 
tients at  the  Philadelphia  Hospitals 
for  Mental  Diseases,'"  to  50  pa- 
tients at  the  Trenton  State  Hospi- 
tal," to  patients  in  Italy'"  and  in 
Canada."  The  literature  reports  a 
great  deal  of  correspondence  with 
other  hospitals,  suggesting  that 
they,  too,  were  giving  the  treat- 
ment," but  no  other  documentation 
was  found  in  the  literature.  The  lit- 
erature did  refer  to  the  need  and 
plan  for  more  research  to  determine 
why  this  method  of  treatment  pro- 
duced results,  the  like  of  which  are 
not  obtained  by  any  other  method." 

This  startling  and  drastic  but  suc- 
cessful treatment  was  given  in  an 
era  when  the  theoretical  causes  of 
mental  illness  had  encompassed 
superstition,  religion,  hormonal  im- 
balance, gastrointestinal  intoxica- 
tion, psychogenesis,  infectious  tox- 
icity, etc.  Psychoanalysis  was  in  its 
early  stages.  Beginning  around  the 
turn  of  the  century  psychiatrists  and 
other  physicians  began  to  do  re- 
search as  did  the  specialists  in 
Europe.  They  were  looking  for 
causes  of  mental  illness  and  for 
more  effective  treatments. 

In  1930,  Manfred  Sakel,  in 
Vienna,  discovered  the  insulin 
treatment.  In  1934,  Dr.  Burke  Suitt 
started  giving  insulin  treatments  at 
Highland  Hospital,  one  of  the  first 
in  this  country  to  do  so.  Later,  met- 
rozol,  as  discovered  by  Meduna  of 
Budapest,  and  electroshock,  as  dis- 
covered by  Cerletti  of  Rome  were 
given  at  Highland  Hospital  also. 

Now,  let  us  consider  some  other 
principles:  Dr.  Carroll  was  a  hu- 
manist. He  believed  in  treating 
those  who  were  financially  unable 


to  pay  even  a  small  part  of  the  cost 
of  treatment.  One-seventh  of  the 
hospital's  activities  during  its  first 
40  years  had  been  gratuitous.  In 
addition,  a  number  of  proteges  con- 
sidered the  hospital  their  home. 
During  its  first  year,  a  completely 
prostrated  victim  of  polio,  a  nine- 
month-old  helpless  child  brought  in 
on  a  pillow  by  his  parents,  became 
the  hospital's  ward.  For  12  years, 
daily  massage  and  hydrotherapy 
were  given  to  the  end  that  this  boy 
graduated  from  Asheville  High 
School  with  a  gold  medal  for  perfect 
attendance  for  a  period  of  four 
years.'-  He  later  married,  fathered 
two  children,  one  of  whom  is  still 
living  in  Asheville  and  holds  a  re- 
spected position.  Another  child,  an 
orphan,  was  adopted  to  be  the  com- 
panion of  the  first.  He  did  well,  mar- 
ried, held  an  excellent  position  as  an 
electrical  engineer  in  Chicago  be- 
fore retiring  to  Florida. 

There  were  three  who  worked  at 
the  hospital  who  became  interested 
in  medicine  while  there  and  went  on 
into  psychiatry.  The  first  of  these 
was  Dr.  Suitt  who  was  the  resident 
psychiatrist  at  Highland  in  the  mid- 
30s,  then  went  to  Johns  Hopkins 
and  returned  to  work  at  Duke  and 
Highland  for  years  before  going  to 
work  in  a  hospital  in  Kentucky 
where  he  died  of  cancer.  The  sec- 
ond was  Charman  Carroll,  adopted 
daughter  of  Dr.  and  Mrs.  Carroll, 
who  graduated  from  the  nurses' 
training  school  at  Highland,  then 
went  to  college  and  medical  school 
specializing  in  psychiatry,  working 
thereafter  at  Duke  and  at  Highland 
aniJ  becoming  the  third  medical  di- 
rector until  her  untimely  death  in 
1%3. 

I  am  privileged  to  be  the  third  to 
have  had  the  opportunity  to  work  at 
Highland  Hospital  where  I  became 
interested  in  psychiatry  and  decided 
logo  to  medical  school.  I  was  very 
grateful  for  the  experience  of 
working  closely  with  the  nurses  and 
doctors  during  vacation  periods 
through  college  and  medical  school. 
I  learned  a  great  deal.  Will  you  im- 
agine with  me  for  a  moment  how 
exciting  it  was  in  the  last  two  years 
of  college  and  the  two  pre-clinical 
years  of  medical  school  to  learn 
how  to  do  laboratory  work,  give 
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massages,  do  physical  examina- 
tions, to  be  taught  how  to  give 
insulin,  observe  the  patient,  deter- 
mine when  to  interrupt  the  treat- 
ment and  how  to  do  so,  and  interact 
with  the  patients!  It  was  a  great  ex- 
perience, the  benefits  of  which  are 
still  with  me.  It  is  most  especially 
rewarding  to  be  here  today. 

As  you  have  already  surmised. 
Dr.  Carroll  believed  in  enriching  the 
total  person  and  provided  many 
cultural  opportunities.  Vespers 
were  held  each  Sunday.  Travel  talks 
and  travelogues  were  presented 
regularly.  He  believed  in  the  educa- 
tional value  of  travel  and  often  ar- 
ranged for  patients  and  the  staff  in 
whom  they  had  confidence  to  travel 
in  a  group.  During  these  travels, 
language  courses  were  taught  and 
the  history  and  culture  of  the  coun- 
tries or  areas  to  be  visited  were 
studied.  It  was  an  intellectually 
stimuladng  experience  as  well  as  a 
culturally  enriching  one. 

Mrs.  Carroll,  the  former  Grace 
Potter,  was  a  renowned  concert 
pianist.  She  enjoyed  playing  for 
others  and  teaching  especially  tal- 
ented musicians  in  the  community. 
After  the  great  music  hall  in  the  en- 
larged Homewood  was  built,  she 
and  others  frequently  gave  concerts 
for  Highland  and  Asheville  resi- 
dents. 

There  was  also  joy  in  work  and  in 
play.  Dr.  Carroll  once  wrote  that 
"mastery  will  come  when  work  is 
no  longer  drudgery  but  has  taken  on 
the  spirit  of  play."-'  Even  while  pa- 
tients chopped  wood,  spaded  the 
garden,  transplanted,  worked  on 
the  farm,  they  showed  a  sense  of 
enjoyment  in  the  work.  Then  there 
were  the  twice-a-week  baseball 
games  between  the  Blue  and  the 
Gold  teams  for  everyone  to  antici- 
pate and  to  enjoy  playing  or  ob- 
serving. And  there  were  medicine 
and  volley  ball,  and  there  was  ten- 
nis. 

I  remember  playing  tennis  with 
Zelda.  She  would  play,  sometimes 
with  very  good  form  and  at  other 
times  doing  a  ballet  across  the  court 
but  often  maintaining  her  precision. 
I  remember  when  she  went  to  New 
York  to  greet  Scottie,  when  she  got 
off  the  boat  after  her  first  trip  to 
Europe,  and  how  she  used  to  talk  to 


me  about  her  talented  handsome 
husband,  Scott  Fitzgerald.  She  was 
a  charming  companion,  always  in- 
terested in  others,  always  willing  to 
share  some  anecdote  about  her 
travels  and  the  people  she  had 
known.  Upon  my  return  on  vaca- 
tion from  college  and  medical 
school,  she  was  interested  to  know 
what  I  had  learned  and  what  I  was 
doing.  I  suffered  with  the  world  and 
also  very  personally  on  that  morn- 
ing in  1948  when  we  heard  on  the 
radio  about  the  terrible  fire  in  the 
Central  Building  and  of  her  having 
been  lost  in  it.  We  shall  look  re- 
spectfully at  the  trees  planted  in 
memory  of  those  brave  nine  who 
died. 

And  then  there  were  other 
memories  of  the  pleasures.  Dancing 
classes  were  held  for  all  residents 
and  employees.  Masquerade  balls 
and  other  festive  activities  suitable 
to  special  holidays  were  enjoyed  by 
all.  At  that  time  the  hospital  owned 
a  400  acre  farm  on  Elk  Mountain. 
Many  patients  hiked  to  the  farm, 
some  of  them  going  overnight  and 
camping  in  the  woods.  I  was  some- 
times privileged  to  participate  in  a 
hike,  to  share  in  the  cooking  in  the 
farm  house  for  all  of  us  hard  work- 
ers. We  delighted  in  being  able  to 
bake  apple  pies  using  the  apples 
gathered  on  the  farm.  But  most 
especially  we  enjoyed  eating  them. 
This  was,  as  you  can  imagine,  our 
only  chance  to  have  apple  pie  in 
view  of  strict  dietary  restrictions 
mentioned  previously. 

In  1939,  Dr.  Carroll  gave  the  hos- 
pitiil  to  Duke  University  with  the 
understanding  that  Highland  Hos- 
pital would  continue  as  a  clinical 
unit  preserving  its  principles  and 
with  the  hope  that  the  research  de- 
partment could  find  the  truth  and 
the  errors  in  theory  so  that  the 
"good  would  be  retained  and  possi- 
ble error  eliminated." 

Then  the  war  came  and  there 
were  many  changes.  Duke's  re- 
search as  well  as  clinical  staff  was 
depleted.  Dr.  Carroll  continued  as 
medical  director  longer  than  he  had 
agreed,  retiring  in  1946  at  the  age  of 
77. 

During  the  war  and  postwar  peri- 
ods there  were  many  developments 
in  the  treatment  of  the  mentally  ill. 
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Dr.  Carroll  could  not  have  foreseen 
the  exciting  research.   Indeed  the 
blood  brain  barriers  continue  to  oc- 
cupy a  prominent  place  in  the   ' 
search  for  more  knowledge.  Their 
permeability       permits       phar- 
macological agents  to  gain  access  to  ; 
the  brain  and  the  cerebrospinal   | 
fluid.  Fever  and  electroshock  are   i 
now  known  to  increase  the  permea- 
bility of  these  barriers,  even  as  Dr. 
Carroll   had   hypothesized.    But 
much  more  has  been  done.  Duke 
has  produced  outstanding  work  in  a 
number  of  fields  —   Dr.    Keith 
Brodie  in  psychophysiology  of  the 
endocrine  systems  as  they  relate  to 
psychiatric   syndromes,   and   in 
biochemical  bases  of  illnesses, 
studying  blood  and  cerebrospinal  j 
fluid,  and  Dr.  Ewald  Busse,  an  out-  ' 
standing  authority  in  gerontology, 
to  mention  a  few. 

WHERE  WE  ARE  i 

But  let  us  look  at  some  of  the  ben- 
efits of  the  Duke-Highland  Hospital 
team.  The  two  hospitals  together 
provide  intensive  treatment  for  both 
short-term  and  long-term  patients. 
They  provide  rich  educational  re- 
sources for  the  training  of  psychia- 
trists, nurses  and  other  profession- 
als. The  Duke  laboratories  have 
been  able  to  assay  the  blood  levels' 
of  medications  on  Highland  patients' 
so  that  the  doctors  can  prescribe 
with  greater  precision.  They  have 
been  able  to  attract  more  psychia- 
trists to  practice  in  Western  North 
Carolina. 

But  let  us  look  further  at  the  cur- 
rent program  of  Highland.  This 
beautiful  building,  the  Charman 
Carroll  Activities  Building,  con 
tains  spacious  quarters  for  a  large 
variety  of  physical,  recreational, 
occupational  and  cultural  activities.' 
It  is  staffed  by  specialists  in  the 
fields  of  occupational,  music,  art, 
horticulture,  photography  and  rec-' 
reational  therapies.  This  staff  pro- 
vides rich  opportunities  for  those 
patients  for  whom  such  activities 
are  part  of  a  treatment  plan.  I  under- 
stand that  in  lieu  of  climbing  hills, 
patients  may  now  have  the  adven- 
ture of  climbing  walls  especially 
constructed  for  that  purpose. 

But  the  most  exciting  part  of  the 
program  is  that  of  the  treatment 
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earn.  I  had  the  privilege  recently  of 
/isiting  the  hospital  in  my  official 
:apacity  of  consultant  for  the  Na- 
ional  Institute  of  Mental  Health.  In 
he  course  of  evaluating  the  pro- 
;ram,  1  attended  rounds  and  team 
neetings.  The  patients  and  staff  as 
veil  participated  in  the  rounds  with 
bach  patient  having  ample  opportu- 
lity  to  talk  and  interact  with  staff 
ndividually  or  collectively.  Here 
vas  a  dynamic  discussion  assessing 
he  progress  of  the  patient  and  ad- 
usting  treatment  plans  as  neces- 
sary. This  was  truly  innovative 
jreatment.  All  forms  of  therapy  are 
available  to  the  patients.  Especially 
significant  is  the  emphasis  on  family 
Jierapy  which  not  only  contributes 
,0  the  progress  of  the  patient  but  is 
important  in  prevention  of  disorders 
jin  other  members  of  the  family  and 
n  recurrence  for  the  patient. 

This  private  hospital  practices  a 
;ontinuum  of  care  which  exceeds 
.that  of  many  mental  health  centers 
;\vhich  were  presumably  designed 
for  that  purpose.  The  psychiatrist 
and  other  staff  see  the  patient  when 
treated  in  the  outpatient  depart- 
.ment,  admit  the  patient  when  nec- 
{essary  and  continue  to  treat  him  or 
her  through  hospital  residence,  and 
after  discharge  except  when  the  pa- 
tients return  to  their  own  psychia- 
trists. Those  patients  who  can  live 
iat  home  may  return  to  the  day  hos- 
pital for  continued  therapy.  Some 
individuals  not  yet  ready  for  inde- 
pendent living  may  live  in  the  Half- 
way House  on  Montford  Avenue 
while  continuing  to  receive  help  and 
look  for  work.  This  is  particularly 
helpful  for  the  58  percent  of  the  res- 
,idents  from  other  states. 

Yet  with  all  these  programs  there 
is  a  balance  with  clinical  investiga- 
tions and  research  and  writing.  A 
,recent  study  by  Drs.  Darwin  Dorr 
and  Robert  Pozner,  examining  the 
census  patterns  of  the  hospital  from 
1967-1977,  is  a  good  beginning  and  if 
continued  should  provide  helpful 
facts.  The  winter  issue  of  Highland 


Highlights  contained  two  significant 
articles,  "Anorexia  Nervosa:  An 
Overview"  by  Dr.  Charles  Prokop 
and  "A  Short  Term  Cognitive  and 
Behavioral  Treatment  Approach  to 
Sexual  Desire  Phase  Dysfunction" 
by  Dr.  Hal  Gillespie  and  Ms.  Cheryl 
La  Pointe,  as  well  as  articles  about 
group  processes  facilitating 
creativity  and  spontaneity  and 
about  bridging  the  gap  between  the 
hospital  and  community. 

WHERE  ARE  WE  GOING? 

Now,  let  us  look  to  the  future: 

1.  Highland  Hospital  is  already 
advanced  in  emphasizing  the  medi- 
cal and  biologic  roots  of  psychiatry 
while  integrating  the  benefits  of 
psychologic  and  sociologic  under- 
stiinding.  I  believe  this  will  become 
more  refined  so  that  time  can  be 
saved  and  the  patient  will  benefit. 

2.  As  the  professional  staff  con- 
tinue to  refine  their  own  expertise  in 
administering  to  patients,  more  ef- 
fective methods  of  capitalizing  on 
the  genuine  interest  and  concern  of 
many  citizens  will  be  developed. 
The  citizens  can  be  taught  the  skills 
to  serve  individuals  as  a  primary 
contact  person.  I  saw  such  a  pro- 
gram, called  the  "Personalized 
Care  Model,"  in  its  early  stages  in 
Connecticut''  recently.  The  poten- 
tial for  further  development  and 
service  is  great. 

3.  More  effective  use  of  halfway 
houses  and  other  specialized  resi- 
dences will  provide  security  while 
the  recovering  individual  continues 
to  receive  treatment  even  as  he  or 
she  expands  work  therapy  into 
meaningful  occupational  ex- 
perience. 

4.  Research  will  continue  to  result 
in  greater  understanding  of  causes 
of  mental  illness  and  improved 
treatment  and  methods  of  assaying 
the  effectiveness  of  such  treatment. 
It  has  recently  been  claimed  that 
manic-depressive  illness  can  be 
diagnosed  by  blood  findings.  If  this 


is  tme,  what  potentials  there  are  for 
early  treatment  and  for  prevention 
of  much  suffering  and  disability. 

5.  Expansion  of  skills  in  family 
therapy  and  increased  focus  on 
family  therapy  may  also  be  ex- 
pected to  contribute  to  the  preven- 
tion of  needless  disability. 

I  wish  to  congratulate  you.  Dr. 
(W.  G.)  Anlyan  and  the  great  in- 
stitution that  you  represent  for 
having  helped  this  pioneering  hos- 
pital to  grow  and  to  maintain  its  own 
personality  and  program. 

And  to  you.  Dr.  Jack  W.  Bonner. 
On  the  occasion  of  this  75th  an- 
niversary you  should  have  great  joy 
and  satisfaction  in  your  leadership 
of  the  excellent  staff  to  so  success- 
fully work  toward  the  goals  for 
which  this  hospital  was  founded. 

And  to  the  representatives  of 
Psychiatric  Institutes  of  America 
who  have  purchased  this  great  hos- 
pital: I  am  confident  that  you  are  not 
unmindful  of  the  rich  and  outstand- 
ing heritage  and  history  of  high  level 
performance  and  service  of  the 
physicians  and  staff  of  Highland 
Hospital.  It  is  now  your  challenge  to 
maintain  the  high  level  of  en- 
thusiasm and  morale  of  staff  that 
has  made  this  possible. 
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ABSTRACT  The  literature  per- 
taining to  pregnancy  fantasies  and 
the  effect  of  childbirth  on  men  is  re- 
viewed. The  case  of  a  man  who  de- 
veloped severe  abdominal  pain  upon 
first  seeing  his  newborn  child  is  pre- 
sented. The  couvade  syndrome,  in 
which  the  father  experiences  symp- 
toms of  pregnancy  during  his  wife's 
pregnancy  or  immediately  after  de- 
livery, is  discussed  and  the  complex 
psychodynamics  of  these  cases  con- 
sidered. The  authors  suggest  that  the 
oaset  of  psychogenic  abdominal  pain 
in  a  man  after  the  birth  of  a  child 
represents  less  severe  psychopath- 
ology  than  when  the  symptoms  ap- 
pear during  gestation. 

MUCH  attention  has  been  given 
in  the  medical  and  psychiatric 
literature,  as  well  as  in  the  popular 
press,  to  women's  responses  to 
pregnancy  and  motherhood.  There 
is  a  striking  scarcity  of  references  to 
the  anxieties  and  psychological 
stresses  which  men  may  experience 
as  a  result  of  becoming  fathers. 
Freud  early  considered  psychologi- 
cal implications  when  he  described 
pregnancy  fantasies  in  men  in  the 
report  of  Little  Hans'  and  again  in 
the  Wolfman  case  history. - 

Zilboorg,'  in  1931,  described  de- 
pressive reactions  related  to  par- 
enthood. He  focused  on  the  rivalry 
that  may  be  produced  between  par- 
ent and  child  on  an  infantile  level 


From  the  Veler.-ins  Admini^Iralion  Hospital.  Durham,  and 

the  Department  of  Psychiatry,  Duke  University  School  of 

Medicine.  Durham.  N.C.  27706 

Repnnt  requests  to  Dr.  Mahbie 

The  opinions  are  those  of  the  authors  and  not  of  the  Veterans 

Administration. 


90 


and  on  the  unconscious  incest  fan- 
tasy that  may  exist  when  a  man  fa- 
thers a  child  with  a  woman  who  in 
miuiy  respects  represents  a  mother 
figure.  Zilboorg  saw  postpartum 
disorders  in  men  as  a  defense 
against  successful  identification 
with  their  own  fathers.  It  appears 
that  Zilboorg' s  focus  was  on  the 
oedipal  rivalry  with  the  father  and 
the  dependency  needs  that  may  be 
disturbed  by  the  birth  of  a  child. 

Mack-Brunswick''  referred  to 
pregnancy  fantasies  in  men  in  her 
discussion  of  the  Wolfman  case. 
Jacobson"'  published  a  detailed  arti- 
cle on  the  wish  for  a  child  in  boys: 
her  main  emphasis  was  on  preoedi- 
pal  material. 

Freeman"  wrote  in  1951  about 
men  who  reacted  negatively  upon 
hearing  of  the  wife's  pregnancy.  He 
believed  that  unconscious  envy  of 
the  reproductive  capability  of  the 
female  was  the  basis  for  such  reac- 
tions. 

Jarvis'  stressed  that  childbirth 
always  has  a  psychological  effect  on 
the  father,  whose  "mental  equilib- 
rium must  undergo  a  shift  to  a  new 
psychological  balance  of  forces 
which  involves  the  psychic  meaning 
of  the  child."  He  presented  four 
cases  in  which  the  fathers  became 
disturbed  during  the  wife's  preg- 
nancy or  after  the  birth  of  the  child. 
These  disturbances  ranged  from 
symptomatic  neuroses  to  overtly 
psychotic  episodes.  Jarvis  did  not 
identify  a  particular  dynamic;  he 
believed  the  pregnancy  could  be 
understood  only  in  the  total  context 
of  the  father's  premorbid  personal- 
ity. 


Wainwright**  presented  10  cases 
of  men  who  required  hospitalization 
after  they  became  fathers.  He; 
stressed  that  each  of  his  patients 
believed  that  the  emotional  upset 
was  due  to  factors  other  than  the 
birth  of  a  child  and  that  the  real  sig- 
nificance of  the  birth  became  appar- 
ent only  after  several  weeks  in! 
psychotherapy.  He  described  cases) 
in  which  the  increased  responsibil- 
ity of  parenthood  triggered  latent 
homosexual  conflicts  and  others 
that  illustrated  the  dynamics  out- 
lined by  Zilboorg,  namely,  a  fear  of 
identitlcation  with  the  father.  In 
other  instances  a  marked  depen- 
dency on  the  wife  was  the  most  sig- 
nificant factor  leading  to  hospitali- 
ziition. 

Cavenar  and  Butts"  described 
four  cases  in  which  men  developed 
emotional  illnesses  related  to  their 
wives'  pregnancies.  In  all  of  the 
cases,  the  patients  had  experienced 
sibling  rivalry  at  a  critical  time  in 
their  lives.  This  factor  in  these  pa- 
tients seemed  to  be  more  important 
dynamically  in  determining  feelings 
about  fatherhood  than  such  issues 
as  envy  of  the  wife's  childbearing 
capacity,  neurotic  conflict  with  the 
oedipal  father,  or  dependence  on 
the  wife.  Only  one  patient  required 
inpatient  care  for  a  severe  obses- 
sional neurosis;  the  others  experi- 
enced relief  of  symptoms  with  in- 
sight or  insight  and  pharmaco- 
therapy. 

Cavenar  and  Weddington'"  de- 
scribed three  men  each  of  whom 
experienced  severe  abdominal  pain 
while  their  wives  were  pregnant. 
Thorough  physical  and  radiograph- 
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ic  evaluation  failed  to  disclose  any 
cause  for  the  pain,  which  remitted 
when  the  wives  delivered.  With  the 
cessation  of  the  abdominal  pain, 
one  patient  developed  a  schizo- 
affective disorder  of  the  depressed 
type,  another  severe  anxiety,  and 
the  third  a  marked  depression.  The 
abdominal  pain  in  each  man  ap- 
peared to  represent  an  unconscious 
pregnancy  fantasy  serving  to  reun- 
ite man  and  mother  and  gratify  the 
wish  to  return  to  the  womb.  Since 
this  represented  a  major 
psychological  regression  to  a  primi- 
tive oral  dependent  identification 
with  the  fetus  which  his  wife  was 
carrying,  the  presence  of  abdominal 
pain  in  a  man  during  his  wife's  preg- 
nancy may  be  a  poor  prognostic 
sign. 

Cavenar  et  al"  also  described  a 
patient  who  experienced  a  paranoid 
schizophrenic  episode  upon  be- 
coming a  father.  The  patient's  re- 
lationship with  his  own  father  had 
been  poor;  upon  becoming  a  father 
himself,  and  thus  like  his  own  fa- 
ther, the  patient  entered  a  delu- 
sional state  in  which  another  man, 
not  he,  had  fathered  his  child.  With 
this  distortion  of  reality,  he  essen- 
tially abdicated  fatherhood.  It  was 
stressed  that  a  singular  dynamic 
issue  is  seldom  sufficient  to  cause 
severe  psychopathology  in  a  man 
who  has  become  a  father  and  that 
one  must  understand  many  complex 
interactions  of  the  man's  total  per- 
somility  to  grasp  the  significance  of 
the  problem. 

The  purpose  of  this  communica- 
tion is  to  report  another  case  of  ab- 
dominal pain  in  a  male  patient;  of 
interest  is  the  fact  that  the  pain 
began  after  the  child  was  born,  not 
during  the  wife's  gestation. 

CASE  REPORT 

A  26-year-old  married  govern- 
ment employee  was  transferred  to  a 
university  medical  center  for  evalu- 
ation of  abdominal  pain  for  which 
no  cause  could  be  found.  He  had 
served  as  an  infantryman  in  Viet- 
nam and  had  since  been  tense  and 
anxious  and  had  experienced  inter- 
mittent episodes  of  mild  stomach 
discomfort  with  occasional  diarrhea 
and  constipation.  Four  weeks  be- 
fore transfer  he  had  sharp,  constant. 


squeezing,  incapacitating  pain  in 
the  lower  abdomen  with  radiation  to 
the  low  back  and  sacral  area.  During 
a  stay  at  a  community  hospital, 
upper  gastrointestinal  radiography, 
intravenous  pyelogram,  and  cho- 
lecystogram  had  been  unrevealing. 
Endoscopy  showed  a  possible 
duodenal  ulcer;  treatment  with  an- 
tacids and  cimetidine  provided  no 
relief 

At  the  medical  center,  physical 
examination  disclosed  an  extremely 
anxious,  thin,  man  who  held  his  ab- 
domen dramatically.  The  abdomen 
was  diffusely  tender,  moreso  in  the 
right  lower  quadrant  and  midline 
suprapubic  area.  The  remainder  of 
the  examination  was  within  normal 
limits.  Extensive  workup  which  in- 
cluded serum  amylase  determina- 
tion, urine  porphyrin  screen,  hemo- 
globin electrophoresis,  and  ab- 
dominal computerized  tomogram 
were  within  normal  limits.  Because 
all  studies  were  negative,  and  be- 
cause a  functional  illness  was  sus- 
pected, psychiatric  consultation 
was  requested.  Psychiatric  evalua- 
tion found  him  not  psychotic  and 
having  no  biological  signs  of  severe 
depression.  A  more  detailed  history 
disclosed  that  his  pain  and  vomiting 
had  started  four  weeks  earlier, 
shortly  after  seeing  his  newborn 
child  for  the  first  time  in  the  hospi- 
tal; this  was  his  first  child,  and  his 
wife  had  been  delivered  by  Caesar- 
ean  section.  After  the  initial  episode 
of  pain  and  vomiting,  he  had  no  dif- 
ficulty until  he  brought  his  wife  and 
child  home;  he  then  had  pain  in  the 
lower  abdomen  and  back,  nausea, 
vomiting,  and  diarrhea  and  was 
hospitalized. 

He  was  an  only  child  who  was 
close  to  his  mother  and  felt  he  had 
been  "pampered"  by  her  as  he  grew 
up.  His  relationship  with  his  father 
had  been  more  distant.  A  Minnesota 
Multiphasic  Personality  Inventory 
administered  after  admission  re- 
vealed marked  dependency  needs, 
severe  anxiety,  and  a  hypochondri- 
cal  response  to  stress. 

The  patient  entered  regular  psy- 
chotherapy sessions  and  was  given 
amitryptyline  at  bedtime.  He  was 
discharged  after  12  days  in  the  hos- 
pital and  continues  in  outpatient 
psychotherapy.  He  has  returned  to 


work,  and  his  abdominal  pain  is  les- 
sening as  his  conflicts  resolve. 

DISCUSSION 

The  couvade  syndrome,  in  which 
the  father  experiences  symptoms  of 
pregnancy  during  his  wife's  gesta- 
tion or  after  delivery,  has  long  been 
observed  clinically.  Hunter  and 
Macalpine'-  note  that  in  1627  Fran- 
cis Bacon  stated:  "There  is  an 
opinion  abroad  (whether  idle  or  no  I 
cannot  say)  that  loving  and  kinde 
husbands  have  a  sense  of  their 
wives  breading  childe  by  some  ac- 
cident in  their  owne  body."  Freud'^ 
felt  that  the  couvade  served  "to 
contradict  that  doubt  about  pater- 
nity which  is  never  quite  to  be  over- 
come after  the  birth  of  the  child." 
Reik'^  stated  that  psychodynami- 
cally  couvade  involved  an  identifi- 
cation with  the  pregnant  woman, 
which  represented  an  attempt  to  re- 
solve the  ambivalence  toward  the 
woman,  while  others'^"'  have 
commented  on  the  desires  of  males 
to  have  babies. 

We  believe  that  the  dynamics  of 
the  couvade,  particularly  abdomi- 
nal pain,  are  more  complex.  We 
have  suggested'"  that  when  a  man 
experiences  abdominal  pain  during 
his  wife's  gestation,  he  is  respond- 
ing to  an  unconscious  wish  for  preg- 
nancy and  that  the  pain  represents 
not  only  an  identification  with  the 
pregnant  woman  but,  more  impor- 
tantly, with  the  fetus:  a  wish  to  es- 
tablish a  mother-child  reunion  is 
present  in  the  man. 

Our  patient  with  post-partum 
pain  is  psychologically  more  stable 
than  the  men  who  experience  ab- 
dominal pain  during  the  pregnancy. 
His  denial  of  the  pregnancy  pro- 
tected him  from  conflict  until  he  was 
confronted  with  reality:  the  baby. 
Denial  then  failed  and  pain  and 
vomiting  resulted.  However,  denial 
was  re-established  until  the  baby 
came  home;  then  his  defenses  failed 
totally  and  he  experienced  unremit- 
ting symptoms. 

His  symptoms  represented  a 
marked  psychological  regression. 
He  unconsciously  viewed  his  wife, 
in  part,  as  his  mother;  it  was  as  if  his 
mother  had  another  child  and  he 
was  to  lose  his  favored  position  with 
her.  More  important  than  sibling 
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rivalry,  however,  was  the  severe 
narcissistic  injury  at  losing  the  fa- 
vored position,  an  injury  which  led 
to  further  regression  and  anxiety. 
The  rage  at  his  wife  for  causing  the 
injury  was  handled  via  identifica- 
tion with  her;  he  attempted  to  ex- 
perience the  pain  she  had  felt  after 
surgery. 

We  suggest  that  the  onset  of 
psychogenic  abdominal  pain  in  men 
after  the  birth  of  a  child  is  of  a  lesser 
magnitude  and  involves  different 
dynamics  with  a  more  favorable 
prognosis  than  in  those  men  who 


experience  abdominal  pain  during 
pregnancy.  We  believe  that  the 
dynamics  of  the  couvade  syndrome 
are  complex  and  cannot  be  ex- 
plained by  any  one  dynamic  formu- 
lation such  as  the  man's  wish  to 
have  a  child,  identification  with  the 
female,  or  an  attempt  to  establish 
paternity. 
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That  Plurisies  are  only  on  the  left  side,  is  a  popular  Tenent  not  only  absurd  but  dangerous,  from  the 
misapprehension  hereof,  men  omitting  the  opportunity  of  remedies,  which  otherwise  they  would  not 
neglect;  chiefly  occasioned  by  the  Ignorance  of  Anatomy  and  the  extent  of  the  part  affected;  which  in  an 
exquisite  Pleurisie  is  determined  to  be  the  skin  or  membrane  which  investeth  the  Ribs,  for  so  it  is  defined, 
Inflammalio  membrane  castas  succingentis:  An  Inflammation,  either  simple,  consisting  only  of  an  hot 
and  sanguineous  affluxion;  or  else  denominable  from  other  humours,  according  to  the  predominancy  of 
melancholy,  flegm,  orcholer.  The  membrane  thus  inflamed,  is  properly  called  Pleura;  from  whence  the 
disease  hath  its  name;  and  this  investeth  not  only  one  side,  but  overspreadeth  the  cavity  of  the  chest,  and 
affordeth  a  common  coat  unto  the  parts  contained  therein. 

Now  therefore  the  Pleura  being  common  unto  both  sides,  it  is  not  reasonable  to  confine  the  inflamma- 
tion unto  one,  nor  strictly  to  determine  it  is  alwaies  in  the  side;  but  sometimes  before  and  behind,  that  is, 
inclining  to  the  Spine  or  Breast-bone ;  for  thither  this  Coat  extendeth ;  and  therefore  with  equal  propriety 
we  may  affirm,  that  ulcers  of  the  lungs,  or  Apostems  of  the  brain  do  happen  only  in  the  left  side;  or  that 
Ruptures  are  confinable  unto  one  side,  whereas  the  Peritoneum  or  Rim  of  the  Belly  may  be  broke,  or  its 
perforations  relaxed  in  either.  —  Sir  Thomas  Browne,  Pseudodoxia  Epidemica. 
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ABSTRACT  The  literature  de- 
scribing the  decreasing  involvement 
of  psychiatrists  in  Community  Men- 
tal Health  Centers  (CMHCs)  is  re- 
viewed. Several  cases  are  presented 
to  illustrate  the  efTect  on  patients 
when  the  psychiatrist  who  had  been 
treating  them  for  many  years  is  ter- 
minated because  of  budgetary  re- 
strictions. It  is  suggested  that  coun- 
tertransference  considerations,  or 
the  physician's  feelings  about  the  pa- 
tient, are  further  reasons,  not  previ- 
ously reported,  why  psychiatrists 
choose  not  to  become  involved  with 
CMHCs. 

IN  the  past  several  years,  a  num- 
ber of  papers  have  discussed  the 
reluctance  of  psychiatrists  to  get  in- 
volved with  the  community  mental 
health  center  (CMHC)  movement. 
Winslow'  noted  the  decreasing  role 
of  psychiatrists  in  CMHCs  over  a 
five-year  period  during  which  the 
number  of  patients  at  the  centers 
increased  by  more  than  50%,  and  he 
listed  several  reasons  why  psychia- 
;  trists  find  CMHC  involvement  less 
than  inviting.  Kosbab-  said  that 
psychiatrists  are  leaving  CMHCs 
because  mental  health  adminis- 
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trators,  most  of  whom  are  non- 
physicians,  believe  that  nonphysi- 
cian  mental  health  personnel  can  do 
therapy  equally  well,  or  better,  than 
psychiatrists  for  less  money.  He 
noted  that  the  fallacy  of  such  think- 
ing can  be  demonstrated  by  study- 
ing the  importance  of  proper  diag- 
nosis, medical  assessment,  and 
psychiatric  expertise  on  the  final 
outcome  of  those  patients  seen  in 
the  CMHC  setting.  Fink  and 
Weinstein'  noted  that  "the  climate 
appears  to  be  a  repetition  of  the 
situation  that  developed  in  the  state 
hospital  system  earlier  in  this  cen- 
tury, when  the  quality  of  patient 
care  deteriorated,  and  professional 
involvement  was  reduced  or  elimi- 
nated." They  also  note  that  admin- 
istrators of  mental  health  centers 
see  psychiatrists  as  expensive,  re- 
strict the  number  hired,  and  hire  in- 
stead people  with  less  or  different 
training  who  are  not  so  expensive. 
They  state  that  the  quality  of  care  in 
CMHCs  is  rarely  studied  and  sug- 
gest that,  as  a  result,  that  quality 
will  deteriorate,  the  individual  pa- 
tient will  lose  and  the  nature  of  the 
CMHC  will  change.  In  our  review  of 
the  literature,  this  is  the  only  refer- 
ence which  addresses  the  issue  of 
quality  of  care  or  mentions  the  indi- 
vidual patient. 

The  purpose  of  this  communica- 
tion is  to  report  the  effect  on  indi- 
vidual patients  when  the  psychiatric 
consultant  who  had  been  treating 
them  at  a  CMHC  for  over  eight 


years  was  terminated  because  of 
budgetary  restrictions.  The  cases 
reported  are  only  representative  of 
those  which  came  to  our  attention; 
more  than  likely,  other  cases  with 
equally  negative  impact  have  not,  as 
yet,  been  reported  to  us.  The  fol- 
lowing cases  are  illustrative. 

CASE  ONE 

Ms.  A.,  43  years  old,  was  well 
until  her  late  teens  when  her  father 
deserted  the  family  to  become  an 
evangelist.  At  that  time,  she  ex- 
perienced a  schizophrenic  decom- 
pensation requiring  a  lengthy  hos- 
pitalization: there  were  several 
other  brief  hospitalizations  in  sub- 
sequent years  for  schizophrenia. 
When  the  CMHC  in  her  community 
was  established,  she  was  seen  on  a 
monthly  basis  for  medication  evalu- 
ation and  supportive  psycho- 
therapy. She  was  maintained  on  an- 
tipsychotic drugs  and  came  for 
each  scheduled  appointment  for 
eight  years.  During  that  period,  she 
functioned  at  a  reasonable  level  and 
hospitalization  was  not  necessary;  a 
good  therapeutic  alliance  and 
working  relationship  were  estab- 
lished. When  the  psychiatrist  in- 
formed Ms.  A.  that  he  would  not  be 
returning  to  the  clinic,  she  was  visi- 
bly shaken.  She  subsequently 
stopped  her  medication  and  rapidly 
became  overtly  psychotic;  com- 
mitment and  hospitalization  be- 
came necessary.  She  had  the  delu- 
sion that  a  religious  experience  had 


February  1980,  NCMJ 


93 


united  her  with  God,  and  therefore 
medication  was  not  necessary. 
Dynamically,  this  delusion  served 
both  to  reunite  her  with  her  father 
who  had  deserted  her  to  pursue  reli- 
gious activities  and  to  prevent  the 
loss  of  the  psychiatrist, 

CASE  TWO 

Mr.  B.,  32,  had  a  severe  schizo- 
phrenic illness  requiring  lengthy 
hospitalization  in  his  early  20s.  He 
began  going  to  the  CMHC  in  his 
community  when  it  opened  and  was 
maintained  on  antipsychotic  drugs 
and  supportive  psychotherapy.  He 
had  a  close  relationship  with  his 
griindfather  and  when  he  died  the 
patient  became  overtly  psychotic 
imd  required  a  brief  hospitalization. 
Except  for  this  episode,  he  func- 
tioned well  for  eight  years  and  was 
gainfully  employed.  It  was  i.!ear 
that  he  felt  close  to  the  psychiatrist; 
when  told  that  the  psychiatrist 
would  be  leaving,  he  cried  openly. 
The  following  week,  he  became 
overtly  psychotic;  his  mother 
brought  him  to  the  center  for  evalu- 
ation and  informed  the  psychiatrist, 
quite  correctly,  that  the  psychosis 
was  due  to  the  fact  that  he  was 
leaving  the  patient.  The  mother 
suggested  that  the  situation  was,  to 
the  patient,  as  if  he  were  losing 
another  grandfather. 

CASE  THREE 

Ms.  C,  42,  had  a  schizophrenic 
episode  in  her  early  20s  which  re- 
quired lengthy  hospitalization.  She 
was  followed  in  outpatient  psy- 
chiatric treatment  at  a  university 
medical  center  then  referred  to  the 
CMHC  when  it  opened.  The  treat- 
ment consisted  of  monthly  visits  for 
medication  refills  and  supportive 
psychotherapy.  She  did  well  for 
seven  years.  When  she  read  in  the 
local  newspaper  that  changes  were 
proposed  at  the  CMHC  and  sus- 
pected that  her  psychiatrist  would 
not  be  retained,  she  became  psy- 
chotic with  delusions.  As  she  began 
to  recover,  the  psychiatrist's  de- 
parture was  discussed  openly  with 
her.  On  the  next  visit,  she  an- 


nounced that  she  had  gone  to  the 
city  where  the  psychiatrist  lived, 
had  obtained  the  street  address  of 
his  home  from  the  telephone  direc- 
tory and  had  driven  by  to  look  at  his 
home.  This  act  seemed  to  establish 
object  constancy  for  her,  permitting 
her  to  know  where  the  psychiatrist 
would  be  when  he  was  no  longer 
available  to  her  at  the  center.  Her 
delusions  improved  markedly  after 
this. 

CASE  FOUR 

Ms.  D.,  37,  had  experienced  a 
schizophrenic  episode  in  her  early 
20s  when  her  father  died  and  had 
been  hospitalized  at  a  university 
hospital  for  a  long  time.  She  sub- 
sequently became  a  patient  at  the 
CMHC  and  did  well  with  supportive 
psychotherapy  and  antipsychotic 
medication  over  an  eight-year 
period.  When  informed  that  her 
psychiatrist  would  be  leaving  the 
CMHC,  she  showed  no  emotional 
reaction.  But  two  months  after  the 
psychiatrist  had  left,  she  went  to  the 
hospital  where  he  was  employed 
and  waited  in  the  lobby  for  hours;  as 
the  psychiatrist  left  the  hospital  that 
evening,  she  established  eye  con- 
tact with  him  and  rushed  out  before 
verbal  exchange  occurred.  It 
seemed  she  needed  to  affirm,  on 
some  level,  that  the  psychiatrist  was 
not  dead,  like  her  father.  This  was 
apparently  all  she  needed  or 
wanted. 

DISCUSSION 

We  feel  that  these  cases  demon- 
strate several  points  and  raise  mul- 
tiple questions.  First,  we  believe 
that  the  quality  of  care  in  CMHCs 
needs  to  be  studied,  with  particular 
attention  to  individual  cases, 
through  Professional  Services  Re- 
view Organizations  or  other  ap- 
propriate agencies.  Second,  we 
suggest  that  the  cases  presented 
here  demonstrate  that  the  psychia- 
trist-patient relationship  consists  of 
much  more  than  the  writing  of  pre- 
scriptions for  antipsychotic  medi- 
cations —  that  the  psychiatrist  may 


be  an  important  object-relationship 
to  the  chronically  ill  patient  even 
when  the  contact  is  limited  to  a  brief 
visit  each  month  at  a  CMHC.  Third, 
we  believe  that  the  exacerbations  of 
illness  experienced  by  these  pa- 
tients might  be  viewed  as  an  admin- 
istrative iatrogenic  illness.  While  it 
is  true  that  these  patients  were 
chronically  ill  and  might  in  the  fu- 
ture get  worse,  it  appeared  that  the 
current  turmoil  described  was  a  di- 
rect result  of  the  psychiatrist's  ter- 
mination. All  too  often,  the  person 
or  persons  who  make  administra- 
tive decisions  have  no  understand- 
ing of  the  impact  of  those  decisions 
on  the  patient.  Finally,  the  ethical 
and  countertransference  considera- 
tions for  the  psychiatrist  are  con- 
siderable. The  psychiatrist  may  feel 
that  he  is  deserting  a  patient  for 
whom  he  is  an  important  object  and 
this  may  precipitate  internal  conflict 
in  the  psychiatrist.  One  can  only 
speculate  as  to  the  total  dollar  costs 
as  a  result  of  patients  becoming  ill 
and  requiring  rehospitalization.  The 
costs  in  human  misery,  suffering, 
and  psychosis  cannot  be  measured. 
Weddington  and  Cavenar^  have 
noted  that  termination  initiated  by 
the  therapist  may  provoke  intense 
countertransference  feelings  of 
guilt,  shame,  sadness  and  other 
equally  distressing  effects.  We  sug- 
gest that  such  countertransference 
considerations  may  be  another  rea- 
son, in  addition  to  those  already 
noted  in  the  literature,  why  psy- 
chiatrists are  hesitant  to  become  in- 
volved with  CMHCs.  Many  centers 
have  histories  of  unstable  funding 
and  frequent  personnel  changes; 
psychiatrists  may  realize  that  such 
changes  can  cause  internal  conflict 
over  ethical  and  countertransfer- 
ence issues  and  choose  not  to  be- 
cone  involved. 
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A  BLUSH  IS  A  FLUSH  IS  A  BLUSH 

Blusliiiii;  is  the  color  of  virliic 

Matthew  Henry 

To  nuptial  bower, 

I  led  her  blushing  like  the  morn 

John  Milton 

The  spirit  of  wine 
Sang  in  my  glass  and  I  listened 
With  love  to  his  odorous  music. 
His  flushing  and  magnificent  song 

William  Ernest  Henley 

Dictionaries  tell  us  that  a  blush  is  a  flush  and  a  flush 
ablush  but  poets  who  know  have  taught  us  the  differ- 
ence. Blush  is  youthful,  natural,  innocent  and  usually 
but  not  always  feminine.  There  is  admittedly  a  tinge  of 
sensuality  about  a  blush,  a  touch  of  shame  redeemed 
by  expectations  of  happiness,  the  fulfillment  of 
romantic  promise.  A  blush  is  spiritually  delicate,  even 
redemptive,  yet  with  a  hint  of  glee  or  mischief  but  a 
flush  is  something  else:  a  fiery  hue,  reflecting  some- 
thing disordered,  emotionally  or  physically,  and 
worldly.  We  don't  think  of  blushes  as  blotchy  or  ugly 
but  rather  as  spontaneous  assertions,  remembering 
that  beautiful  ladies  once  used  belladonna  to  heighten 
their  attractiveness:  dilated  pupils  for  wonder  and 
rosy  cheeks  for  warmth  and  comfort.  Flushing  on  the 
other  hand  suggests  rage,  dissipation  and  disease,  that 
the  tlusher  has  been  caught  in  the  act. 

But  flushing  has  passed  from  the  artist  to  the  scien- 
tist who  has  cast  a  hard  and  analytical  stare  and 
stripped  away  the  veil  of  romance.  It  probably  began 
with  the  carcinoid  flush,  that  purple  so  distressing  to 
the  sufferer  and  striking  to  the  onlooker,  and  careful 
study  has  clarified  the  problem  considerably.  While 
such  flushing  is  usually  spontaneous,  it  can  be  pro- 
voked by  eating,  epinephrine,  alcohol,  calcium  and 
pentagastrin,  much  less  pentagastrin  being  required 
for  its  stimulation  than  for  the  induction  of  gastric  acid 
secretion.'  Because  carcinoid  tumors  may  secrete 
histamine,  Oates  and  his  colleagues-  administered 
both  diphenhydramine  and  cimetidine  to  one  of  their 
patients  in  an  effort  to  suppress  the  activity  of  his- 
tamine Hi  and  H2  receptors.  Even  separately  the 
drugs  were  somewhat  effective  but  when  given  to- 
gether the  patient  was  virtually  freed  from  flushing. 
Indomethacin  was  ineffective  excluding  a  major  role 
for  prostaglandin  and  leaving  histamine  as  the  most 
likely  culprit,  consistent  with  earlier  speculations  by 


February  1980.  NCMJ 


Sir  Thomas  Lewis  about  cellular  mechanisms  respon- 
sible for  erythema,  itching  and  urticaria. 

Since  mast  cells  are  present  in  goodly  numbers  in 
skin,  lymphoid  tissues,  bone  marrow,  serous  mem- 
branes and  intestinal  and  respiratory  submucosa  and 
elaborate  heparin  and  histamine  on  degranulation, 
they  might  be  expected  then  to  mediate  some  forms  of 
pathological  flushing.  The  release  of  these  secretions 
results  in  increased  vascular  permeability,  induces 
smooth  muscle  spasm,  mucus  secretion,  itching  and 
eosinophil  and  neurophil  chemotaxis  and  provokes 
vasodilatation  with  clinical  findings  determined  by  the 
site  of  mast  cell  degranulation.'  When  mast  cells  are 
increased  in  number  as  in  systemic  mastocytosis, 
more  histamine  is  found  in  involved  than  in  unin- 
volved  skin  and  histaminuria  has  been  observed.  Be- 
sides itch,  wheal  and  flush,  patients  with  mastocytosis 
have  dianhea  and  abdominal  pain  and  exhibit  an  intol- 
erance to  alcohol  manifested  by  all  these  findings.  If 
disodium  cromoglycate  is  given,  symptoms  are  strik- 
ingly ameliorated  and  the  flush  and  abdominal  pain 
provoked  by  alcohol  are  effectively  suppressed.'' 
Since  the  anti-allergic  action  of  the  drug  is  held  to  be  an 
inhibition  of  mast  cell  secretion  by  stabilizing  the  cell 
membrane,  the  case  against  histamine  is  considerably 
strengthened. 

Alcohol  has  been  reported  to  induce  abdominal  pain 
in  some  patients  with  lymphoma  suggesting  that  de- 
granulation  of  submucosal  mast  cells  in  the  intestine 
or  in  the  increased  tissue  lymphocyte  population  oc- 
curs. Many  people  without  mastocytosis  or  lym- 
phoma flush  and  are  liable  to  diarrhea  if  they  drink  so 
that  listening  to  wine's  "magnificent  song"  is  not  al- 
ways a  rewarding  experience.  Presumably  mast  cells 
in  the  skin  of  the  face,  neck  and  upper  trunk  are  being 
degranulated.  Since  diphenhydramine  and  similar 
histamine-receptor  antagonists  are  sedative,  bourbon 
iind  Benadryl"'  are  dangerous  and  the  FDA  is  yet  to 
approve  a  mast  cell  martini  —  cimetidine  or  disodium 
cromoglycate  with  gin  or  vodka  —  the  sensitive 
imbiber  must  suffer  or  abstain. 

Diabetics  who  seem  to  have  redder  faces  anyhow 
have  their  troubles  with  alcohol  particularly  if  they  use 
chlorpropamide.  Facial  flushing  starting  from  5  to  20 
minutes  after  ingestion  and  lasting  from  30  to  60  min- 
utes occurs  in  about  one-third  of  diabetics  using  the 
drug.  The  flush  does  not  follow  the  ingesfion  of  con- 
geners but  does  if  absolute  alcohol  is  taken,  nor  is  it 
induced  when  other  oral  hypoglycemics  are  used.= 
The  phenomenon  appears  to  be  inherited  as  an  auto- 
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somal  dominant  trait.  Since  8  of  12  non-diabetic  chil- 
dren of  diabetic  parents  flushed  after  chlorpropamide, 
the  phenomenon  precedes  diabetes  mellitus''  and 
might  be  evaluated  as  a  predictor  for  diabetes  mellitus. 

Menopausal  flushing,  probably  the  most  common 
variety  coming  to  the  attention  of  the  physician,  has 
recently  been  examined  by  Casper  and  his  associates'' 
who  found  that  pulsatile  secretion  of  serum  luteinizing 
hormone  (LH)  preceded  55  such  flushes  in  six 
menopausal  women.  Follicle  stimulating  hormone 
(FSH)  increased  significantly  but  less  strikingly.  No 
change  was  observed  in  serum  concentrations  of  pro- 
lactin or  in  plasma  dopamine,  epinephrine  or 
norepinephrine.  The  authors  suggest  that  pulsatile 
secretion  of  LH  releasing  factor  (LRF)  might  be 
operative  because  flushing  is  experienced  by  women 
who  have  undergone  hypophysectomy  and  that  the 
response  may  be  mediated  through  estrogen-sensitive 
neurons  which  are  functioning  in  a  state  of  estrogen 
deficiency. 

No  longer  then  can  the  blusher  or  flusher  be  ig- 
nored. No  longer  can  the  word  of  the  poet  Thomas 
Gray  offered  in  his  "Elegy  Written  in  a  Country 
Churchyard"  be  accepted: 

Full  many  a  gem  oj  purest  ray  serene 
The  dark,  unfatlwmed  caves  of  ocean  hare. 
Full  many  a  flower  is  horn  to  hlush  unseen 
And  waste  its  sweetness  in  the  desert  air. 

J.H.F. 
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WONDERS  WILL  NEVER  CEASE  DEPARTMENT 

The  Journal  was  unable  to  send  a  correspondent  to 
the  Second  Annual  Summer  Institute:  Reducing 
Stress  in  Everyday  Life  at  Concord  Resort  Hotel, 
Kitunesha  Lake,  N.Y.,  a  spa  "renowned  for  luxurious 
facilities  for  recreation,  relaxation  and  entertain- 
ment." We  could  not  even  inform  our  readers  that  it 
was  held  August  5-31,  1979,  and  that  it  was  co- 
sponsored  by  William  E.  Simon  Associates,  Inc.,  and 
the  Training  Center  for  Rational  Behavior  Therapy 
and  Emotional  Self-Help  of  the  University  of  Ken- 
tucky Medical  Center.  We  publish  announcements 
only  of  meetings  held  in  North  Carolina  and  in  adjoin- 
ing states  and  in  Washington,  D.C..  so  we  couldn't  let 
you  know. 

Since  you  may  be  interested  in  the  brief  report  about 
what  happened,  be  it  known  that  there  were  five  "ex- 
citing training  seminars"  which  were  especially  con- 
cerned that  "practical  techniques"  could  be  "put  to 
immediate  use."  Only  the  .30-hour  workshop  on 
Romantic  Love  conducted  by  Nathaniel  Branden, 
Ph.D.,  was  not  approved  for  credit  hours  in  Category  I 
of  the  Physician's  Recognition  Award  of  the  American 
Medical  Association.  But  there  will  almost  certainly 
be  a  third  annual  summer  institute. 

J.H.F. 
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NEW  MEMBERS 

of  the  State  Society 


Addington,  Dale  Theodore,  MD,  (ORS)  202  W.  27th  Street,  Lum- 

berton  28358 
Appier,  Mark  Lee  (STUDENT)  1902  Queen  Street,  Winston-Salem 

27103 
Arord.  Mohanlal  Virbhan,  MD.  (AN)  4106  Wild  Partridge  Rd., 

Charlotte  28211 
Bamhill.  Larry  Jarrett,  Jr.  MD  (CHP)  102  Guinevere  Lane.  Green- 
ville 27834 
Blum.  Jeffrey  Clark,  MD.  (RESIDENT)  6110  Scalybark  Road. 

Durham  27712 
Bogard.  Terrence  Dale.  MD.  (AN)  3431   Pennington  Lane. 

Winston-Salem  27106 
Brinkman.  Dennis  Michael.  MD.  (AN)  1203  GreenbriarCt..  Wilson 

27893 
Brundage,  Donald  William.  MD.  Route  #2.  Box  515.  Asheville 

28805 
Cash.  David  Wayne  (STUDENT)  G-6  Berkshire  Manor.  Carrboro 

27510 
Chan.  Alfred  Hongleung.  MD,  (IM)  2301  Delaney  Avenue.  Wil- 
mington 28403 
Dillingham,  William  Stephen.  MD.  (P)  1900  Randolph  Rd.  #900. 

Charlotte  28207 
Domby,  William  Roger,  MD.  (IM)  131  McDowell  St.,  Asheville 

28801 
Eason,  George  William,  MD.  (R)  2701  Columbia  Avenue,  Wil- 
mington 28401 
Edwards.  Joel  Lynn.  MD,  (FP)  717  Hospital  St.,  Mocksville  27025 
Finestone.  Douglas  Howard.  MD.  (RESIDENT)  P.O.  Box  3215. 

Durham  27705 
Giles,  John  Henry,  MD,  (GS)  207  S.  Sterling  St.,  Morganton  28655 
Granger,  James  Archibald,  MD.  (P)  Robert  E.  Lee  Dr..  Box  446, 

Flat  Rock  28731 
Greenwood.  Jeffrey  Dixon.  MD.  (RESIDENT)  106  Wicklow  Lane, 

Durham  27713 
Haithcock.  William  Dana,  Jr..  MD.  (OBG)  503  Kelton  Circle.  Fay- 

etteville  28303 
Hempton.  Robert  Fairland.  MD.  (ORS)  6  Medical  Pavilion.  Green- 
ville 27834 
Heyer.  Robert  Allan,  MD,  (IM)  2711  Randolph  Road.  Ste.  100. 

Charlotte  28207 
Hoggard.  Jeffrey  Gordon  (STUDENT)  303  E.  Rosemary  St., 

Chapel  Hill  27514 
Holland.  John  A..  MD.  P.O.  Box  67,  Gatesville  27938 
Jobson.  Vernon  Wakefield.  MD.  (GYN)  300  S.  Hawthorne  Road. 

Winston-Salem  27103 
Kapur,  Kamlesh  Madhedas.  MD,  (IM)  723  Edith  St..  Burlington 

27215 
Kaufman.  Michael  David.  MD.  (N)  1900  Randolph  Road,  Ste.  1004. 

Charlotte  28207 
Kiehn,  Clifford  Laveme.  MD,  (PS)  411  Fairway  Dr.,  New  Bern 

28560 
Lankton.  James  William.   MD.  (AN)  2832  Wesleyan   Lane. 

Winston-Salem  27106 
Lee.  Joseph  111.  MD.  711  W.  Mountain  St..  Kings  Mt.  28086 
Lester,  Robert  Hilton,  MD,  (OBG)  902  Cox  Road,  Ste.  F.  Gastonia 

28052 
Limber.  Gerald  Keck,  MD.  (PTH)  1867  Backcreek  Ct..  Asheboro 

27203 
Lyies.  Mary  Fennell.  MD,  (IM)  2240  Sunderland  Rd.  Apt.  56-N, 

Winston-Salem  27103 
Mac.  Surendrapal  Singh.  MD  (ORS)  220  Yadkin  St.,  Albemarle 

28001 


Mathews,  Hurschell  Frederick,  MD.  (FP)  102  Brown  Avenue. 
Hazelwood  28738 

McLaughlin.  Charles  Allan.  Jr..  MD.  (PS)  212-B  W.  Wendover 
Ave.,  Greensboro  27401 

Menzel.  Richard  Eberhardt,  MD,  (AN)  5501  Hardison  Road, 
Chariotte  28207 

Memll.  Richard  Hosmer,  MD,  (NEP)  204  Westwood  Dr..  Green- 
ville 27834 

Mills.  Michael  Kenneth  (STUDENT)  236  Lockland  Ave.. 
Winston-Salem  27103 

Mullis.  Donald  Lee.  MD.  (ORS)  1 1 1  Victoria  Road.  Asheville  28801 

Nolan,  Clyde.  Jr..  MD,  (D)  1100  Olive  St..  Greensboro  27401 

Pate.  Mr.  Marion  Butler.  Ill  (STUDENT)  125  Westview  Dr..  NW. 
Winston-Salem  27104 

Patrick.  William  Ward.  MD.  (FP)  511  Jersey  Avenue.  Winston- 
Salem  27101 

Pearson.  Ann  Elizabeth  (STUDENT)  G-7  Village  Green.  Chapel 
Hill  27514 

Peterson.  Lloyd  John.  MD.  (Ul  200  E.  Northwood  St.  Ste.  302, 
Greensboro  27401  „ 

Powell,  Rodney  Eari  (STUDENT)  1720  Academy  St.,  Winston- 
Salem  27103 

Reed.  James  Crof,  MD,  (R)  P.O.  Box  2065.  New  Bern  28560 

Robertson.  Joseph  Letcher.  Jr..  MD.  (PTH)  101  Canal  Dr..  Camden 
27921 

Sharpton,  Bennie  Reeves,  MD,  (GS)  1600  N.  Main  St..  Waynesville 
28786 

Shelton.  Raymond  Alan  (STUDENT)  3547  Mayfair  St.  Apt.  108, 
Durham  27707 

Smith.  Miles  Taylor.  Jr.  (STUDENT)  P.O.  Box  2542.  Chapel  Hill 
27514 

Stone.  Grady  Mitchell.  MD.  (IM)  1504  Trafalgar  Ct..  High  Point 
27262 

Turner.  Robert  Coy.  MD.  (IM)  507  Plantation  Dr..  New  Bern  28560 

Wallace.  Robert  Bruce.  MD.  (FP)  1 19-B  W.  Pennsylvania  Ave.  Box 
1410.  Bessemer  City  28016 

Wilson,  Richard  Dale,  MD,  (FP)  Route  #2,  Box  84-A,  Apex  27503 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  I.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix.  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I  credit  toward  the  AM.A's  Physician 
Recognition  .Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A  credit.  Where  A.AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  "place"  and  "sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion." 

March  5-8 

Internal  Medicine  1980 

For  Information:  William  Wood.  M.D..  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 
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March  5-8 

Acid  Base  Balance  Workshop 

Fee:  $150 

Credit:  18  hours 

For  Int'ormation:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  12 

Practical  Office  Orthopedics  for  the  Family  Physician 

Fee:  $40 

Credit:  4  hours 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  12 

"Family  Practice  Refresher  Course" 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3  hours;  AMA  Category  I:  AAFP  approval  requested 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical   Education,   East  Carolina  University 

School  of  Medicine.  Greenville  27834 

March  14-15 

Physical  Illness  and  Marital  Health 

Place:  Wiliiamsbura.  Virginia 

Fee:  $40 

Credit:  9  hours 

For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

March  15-16 

Anesthesia:  1980  Selected  Topics 

Fee:  $75 

For  Information:  William  Wood.  M.D..  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H.  Chapel  Hill  27514 


March  17-21 

5th  Annual  Family  Medicine  Program  (Review  Course) 

Fee:  $250 

Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

March  19 

Update  on  Antihypertensives 

Place:  Lee  County  Hospital,  Sanford 

Fee:  $6 

Credit:  3'/2  hours 

For  Information:  R.  S.  Cline,  M.D..  Director  ofContinuing  Medical 

Education,  Lee  County  Hospital,  106  Hillcrest  Drivel  Sanford 

27330 

March  20-21 

A  Symposium  on  the  Regulation  of  Cell  Proliferation  —  The  4th 

Annual  Symposium  of  the  Cancer  Research  Center 
Place:  Clinic  Auditorium 
Sponsor:  The  Cancer  Research  Center,  Endocrinology  Training 

Program,  Department  of  Pediatrics  and  Medicine,  and  Burroughs 

Wellcome  Company 
Fee:  None 
Credit:  10  hours 
For  Information:  Mimi  Minkoff,  Cancer  Research  Center,  Box  30, 

MacNider  Building  202-H.  UNC  School  of  Medicine.  Chapel  Hill 

27514 

March  21-22 

The  Chemistry  and  Biology  of  Heparin 
Place:  Holiday  Inn.  Chapel  Hill 
Fee:  $150 
Credit:  17  hours 

For  Information:  Roger  L.  I.undblad,  Ph.  D,  UNC  School  of  Medi- 
cine. Chapel  Hill  27514 

March  26-27 
Involvement  of  the  Family  in  Patient  Care  Planning 
Place:  Sheraton  Inn.  Crabtree  Valley.  Raleigh 


HOLLY  HILL  HOSPITAL— A  HOSPITAL 

COMMUNITY 


-A  Private  Psychiatric  Hospital  serving  adults 
and  adolescents 

-An  open  medical  staff  with  20  Psychiatrists 

-Short,  Intermediate  and  long-term  treatment 
programs  tailored  to  each  patient's  needs 

-Psychiatric  Consultation  and  hospitalization 
on  a  24-hour  basis 


For  further  information,  please  contact: 

Mr.  CllffChristiansen,  Administrator 

Dr.  Nicholas  Stratas,  Medical  Director 

3019  Falstaff  Road 

Raleigh,  North  Carolina  27620 

(919)  755-1840 
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Fee:  $20 

For  Information:  Brenda  Allen.  Office  of  Continuing  Education, 
UNC-CH  School  of  Public  Health  2.MH,  Chapel  Hill  27514 

March  27-28 
I  Annual  Continuing  Medical  Education  Program  for  Physicians' 

Assistants 
I  Place:  Bowman  Gray  School  of  Medicine 
Fee:  None 

For  information:  W.  Ward  Patrick,  M.D.,  Bowman  Gray  School  of 
Medicine,  Winston-Salem  2710? 

March  28 
Childhood  Cancers  —  Diseases  Treated  in  Partnership 
Place:  Burroughs  Wellcome,  Research  Triangle  Park 
Sponsor:  Amencan  Cancer  Society 
Fee:  None 

For  information;  Lorraine  Williams,  Box  2985,  Duke  University 
Medical  Center,  Durham  27710 

I  March  29 

Medical  Alumni  Weekend  Scientific  Session 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

April  9 

"Current  Topics  in  Infectious  Diseases" 

Place:  Pitt  County  Memorial  Hospital,  Greenville 

Fee:  $15 

Credit:  3  hours;  AMA  Category  I:  AAFP  approval  requested 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education,  East  Carolina  University 

School  of  Medicine  Greenville  27834 

April  11-12 

[Frank  R.  Lock  OB/GYN  Symposium 
Fee:  $125 
Credit:  40  hours 

For  Information;  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
islon-Salem  27103 
April  12 
Update  in  Ophthalmology 
Place:  Berryhill  Hall 
Fee:  $30 
Credit:  3  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  16 

Annual  Symposium  on  Diabetes 

Credit:  5  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

April  17 

''  9th  Annual  Symposium  —  Renal  Disease 
For  Information:  William  B.  Hunt,  Jr.,  M.D.,  Symposium  Director, 
P.O.  Box  2157,  New  Bern  28560 

April  18 

2nd  Annual  Health  Law  Forum 

Place:  Pitt  County  Memorial  Hospital 

Credit:  5  hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education,  ECU  School  of  Medicine, 

P.O.  Box  7224,  Greenville  27834 

April  25-26 

Practical  Pediatrics 

Fee:  $35 

Credit:  9  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  25-26 

3rd  Carolina  Ocutome  Workshop 
Fee:  $300 
Credit:  13  hours 


For  Information:  William  Wood,  M.D.,  Director  of  Continuing 
Education,  UNC  School  of  Medicine,  319  MacNider  Building 
202-H,  Chapel  Hill  27514 

April  28-May  2 

Nuclear  Cardiology 
Fee:  $500 
Credit:  44  hours 

For  Information:  Robert  H.  Jones,  M.D.,  Duke  University  Medical 
Center,  Durham  27710 

April  29-30 

How  to  Attack  Pain 

Place:  McKimmon  Center,  Raleigh 

Fee:  $45 

Credit:  8  hours 

For  Information:  Rose  Mary  Jones,  North  Carolina  State  Univer- 
sity, Division  of  Continuing  Education,  P.O.  Box  5125,  Raleigh 
27650 

May  1-4 

126th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information;  William  N.  Hilliard.  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  5-9 

8th  .Annual  Tutonal  Postgraduate  on  .Abdominal  Imaging 
Sponsor:  Department  of  Radiology,  DUMC 
Fee:  $300 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology  —  Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  S-9 

Radiology  of  the  Gastrointestinal  Tract 
Place:  Ramada  Inn,  Durham 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
Duke  University  Medical  Center,  Durham  27710 

May  7-8 

Breath  of  Spring,  '80  —  Respiratory  Care  Symposium 

Fee:  $35 

Credit:  9  hours 

For  Information:  Emery  C.  Miller,  M.D.,  .Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

May  16 

Pediatrics  Day 

Place:  Pitt  County  Memorial  Hospital 

Credit:  5  hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education,  ECU  School  of  Medicine, 

P.O.  Box  7224,  Greenville  27834 

May  16-17 

Intraocular  Lens  Workshop  —  Number  Three 

Place:  Berryhill  Hall 

Fee:  $500;  limited  to  30  participants 

Credit:  16  hours 

For  Information;  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

May  21-23 

Raney  Visiting  Professorship  in  Orthopaedic  Surgery  Lectures 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

May  21-23 

3Ist  Scientific  Sessions  of  the  North  Carolina  Heart  Association 
Place:  Benton  Convention  Center,  Winston-Salem 
For  Information:  R.  R.  Robinson,  M.D..  Amencan  Heart  Associa- 
tion, North  Carolina  Affiliate,  1  Heart  Circle,  P.O.  Box  2636, 
Chapel  Hill  27514 

May  23-25 
9th  Annual  Pediatric  Pulmonary  Disease  Conference 
Fee:  $40 
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Credit:  12  hours 

For  Information:  Alexander  Spock,  M.D.,  P.O.  Box  2994,  Duke 
University  Medical  Center,  Durham  27710 

June  19-21 

Mountain  Top  Medical  Assembly 
Place:  Waynesville 

For  Information:  Clinton  L.  Border,  Jr.,  M.D.,  P.O.  Box  5^8, 
Waynesville  28786 

ITEMS  OF  SPECIAL  INTEREST 

March  9-16 

Postgraduate  Course  in  Sports  Medicine 

Place:  Intercontinental  Hotel,  Maui,  Hawaii 

Credit:  25  hours 

Sponsors:  Center  for  Sports  Medicine  of  Northwestern  University 
Medical  School  and  North  Carolina  Department  of  Public  In- 
struction 

For  Information:  Marianne  Porter,  Center  for  Sports  Medicine, 
2-063,  303  E.  Chicago  Avenue,  Chicago,  Illinois  60611 

March  11-15 

Radiology  Postgraduate  Course 
Place:  Hyatt  Regency  Hotel,  Waikiki  Beach,  Hawaii 
Fee:  $275 
Credit:  30  hours 

For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 
DUMC,  Durham  27710 

April  17-19 

American  Cancer  Society  National  Conference  Cancer  Prevention 
and  Detection 

Place:  Palmer  House,  Chicago 

Fee:  None 

Credit:  14'/2  hours 

For  Information:  Nicholas  G.  Bottiglieri,  M.D.,  American  Cancer 
Society,  National  Conference  Cancer  Prevention  and  Detection, 
777  Third  Avenue,  New  York,  New  York  10017 

PROGRAMS  IN  CONTIGUOUS  STATES 

March  29-30 

Management  of  Patients  with  Terminal  Cancer 

Place:  Shoreham  Americana  Hotel,  Washington,  D.C. 

Fee:  $150 

Credit:  12  hours 

For  Information:  1980  Cancer  Symposium,  Lombardi  Cancer  Re- 
search Center,  3800  Reservoir  Road,  N.W.,  Washington,  D.C. 
20007 

April  10-13 

Newer  Concepts  in  Techniques  in  Radiology 

Place:  Holiday  Inn  1776,  Williamsburg,  Virginia 

Fee:  $175 

Credit:  14  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 


Immunology  and  Im- 


April  11-12 

33rd  Annual  Stonebumer  Lecture  Series  ■ 

mune  Complexes 
Place:  Medical  College  of  Virginia 
Credit:  13  hours 
For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 

Medical  Education,  Box  48,  MCV  Station,  Richmond,  Virginia 

23298 

April  25-27 
Emergency  Medicine  for  the  Primary  Care  Physician 
Place:  Williamsburg,  Virginia 
Credit:  13  hours 

For  Information:  Ms.  Glenda  L.  Snow,  Continuing  Medical  Educa- 
tion, Box  48,  MCV  Station,  Richmond,  Virginia  23298 

April  27 

Prevention,  Detection  and  Management  of  Complications  Follow- 
ing Abdominal  Surgery 

Place:  Marriott  Hotel,  Atlanta 

Sfwnsor:  Southeastern  Surgical  Congress 

Credit:  8  hours  AM.A  Category  I 

For  Information:  The  Southeastern  Surgical  Congress,  315  Boule- 
vard, N.E.,  Suite  500,  Atlanta,  Georgia  30312 
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Quinamnri 


AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  tfiose  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  toot 
deformities 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a  G-6-PD 
deficiency  in  patients  taking  quinine 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low witfidrawal  of  the  medication. 
Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants, 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued 

DOSAGE  AND  ADMINISTRATION: 

1  tablet  upon  retiring  When  necessary, 

1  additional  tablet  may  be  taken  following  the 

evening  meal 

Product  Information  as  of  September  1977 

US  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U  S  A. 

Licensor  of  Merrell" 
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Quinamm 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophiylline  195  mg. 

specific  therapy  for  painful 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . .  consider  Quinamm . . .  simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . .  can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information- 


Central  Control  of 
Blood  Pressure* 


he  Family  of  Man"  by  Roberto  Moretti, 
I  Statuary  in  crystal  symbolizing  the  broad  range  of 
ettensive  patients  eligible  (or  therapy  with  Catapres. 


The  Alpha 
Advantage: 

it's  for  all  kinds  of  iiypertensives 

•  Unlike  beta  blockers.  Catapres*  has  no  contraindications. 

•  Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure     Allergic  rhinitis 


Ventricular  hypertrophy 
Hyperglycemia 
Diabetes  mellitus 
Bronchial  asthma 


Hepatic  disease 
Hyperuhcemia 
Gouty  arthritis 
Sulfonamide  hypersensitivity 


A 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
■  cerebrovascular  disease  or  chronic  renal  failure,  g 

WOrl</play— normal  hemodynamic  responses  to  exercise  maintained. 

love— low  incidence  of  impotence  and/or  loss  of  libido:  J^ 
1  2.8%  in  1.923  patients  studied. ■•  M/BB^ 

cardiac  output— tends  to  return  to  control  values  during  long-term  therapy 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug's  effectiveness  In  a  given  patient,  Its 
I  side  effects,  warnings,  precautions,  tolerance, 

etc.  A  rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

'f  "Central  alpha-adrenergic  siimulaiion  decreases  sympathetic  outflow  trom  •;'''' 

ttietjrain.  as  stiown  in  animal  studies.  < 


1  Data  on  file  at  Boehnnger  ingeltiam  Ltd. 

Please  see  last  page  for  brief  summary,  including 
warnings,  precautions,  and  adverse  reactions. 


Now  available  in  new 
0.3  mg  tablets 
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(clonidine  HCI) 

Hypertensioi 


The  Alpha 
Advantage: 

It's  for  all  kinds 
of  hypertensives 
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Tablets  of  0.1, 0.2, 0.3  mg 
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Hypertension 


•  No  contraindications. 

•  Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

•  Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

•  Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  bre 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  ben 
from  a  starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  —  0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient's  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 
Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochlonde)  is  mild  to  moderate  in 
potency  It  may  be  employed  m  a  general  treatment  program  with  a  diuretic  and'or 
other  antihypertensive  agents  as  needed  for  proper  patient  response 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a  reevaluation 
of  therapy 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  tetus- 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2  to  4  days  to  avoid  a  possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochlonde  therapy  A  causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  nse  in  blood  pressure,  should  it  occur  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  m  potentially  hazardous  activities,  such  as  operating  machinery  or  dnving. 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives  Like  any  other 
agent  lowenng  blood  pressure,  clonidine  hydrochlonde  should  be  used  witR 
caution  in  patients  with  severe  coronary  insufficiency  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  penodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a  dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurnng  retinal  degeneration  m  albino  rats  treated  for  6  rr 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsir 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  r 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  I 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely  ( 
instances  an  exact  causal  relationship  has  not  been  established)  These, 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnorrr 
liver  function  tests:  one  report  of  possible  drug-induced  hepatitis  withoi 
and  hyperbilirubinemia  in  a  patient  receiving  clonidine  hydrochlorid' 
thalidone  and  papavenne  hydrochloride.  Weight  gain,  transient  elevation 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Ri: 
phenomenon:  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  (, 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  n 
gioneurotic  edema,  hives,  urticana,  thinning  of  the  hair  pruritus  not  a£ 
with  a  rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol, 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor  gynec 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnc 
manifested  as  Wenckebach  penod  or  ventncular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminishi 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  ( 
hydrochloride)  by  several  children  from  19  months  to  5  years  of  age 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  corrl 
covery  within  24  hours,  Tolazoline  in  intravenous  doses  of  10  mg  at  3, 
inten/als  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochlori 
dosage 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochbride,  is  available  a;|| 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1 
availat>le  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 
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April  28-30 

48th  Annual  Southeastern  Surgical  Congress  Assembly 
Place:  Marriott  Hotel,  Atlanta 
Credit:  28'/2  hours  AMA  Category  I 

For  Information:   The  Southeastern  Surgical  Congress,  315 
Boulevard,  N.E.,  Suite  500,  Atlanta,  Georgia  30312 

June  18-21 

4th  Annual  Virginia  Beach  Update  in  Neuroscience 

Place:  Sheraton  Beach  Inn,  Virginia  Beach 

Credit:  16.5  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 

Medical  Education,  Box  48,  MCV  Station,  Richmond,  Virginia 

23298 

July  22-26 

Contemporary  Clinical  Neurology 

Place:  Hilton  Head  Island,  South  Carolina 

Sfionsor:  Department  of  Neurology,  Vanderbilt  University  School 

of  Medicine 
Credit:  16  hours 
For  Information:  Vanderbilt  Continuing  Medical  Education,  3200 

West  End,  Suite  306,  Nashville,  Tennessee  37212 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  "WHAT?  WHEN'  WHERE?",  P.O.  Box 
27167,  Raleigh  2761 1,  by  the  10th  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A  "Request  for  Listing"  form  is  available 
on  request. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  School  of  Medicine  and  Pitt  County  Memorial 
I  Hospital  held  a  groundbreaking  ceremony  Dec.  4  for  a 
new  three-floor  bed  tower  that  will  add  144beds  to  the 
developing  medical  center. 

The  $5,3  million  project,  which  also  includes  a  22- 
bed  addition  to  the  psychiatric  unit,  will  bring  the  total 
bed  count  at  PCMH  to  573.  The  project  is  funded  by 
the  university  with  appropriations  provided  by  the 
General  Assembly. 

Hospital  officials  attributed  the  need  for  additional 
beds  to  the  rapid  expansion  of  patient  care  services 
provided  at  the  medical  center.  In  the  affiliation 
agreement  between  the  hospital  and  medical  school, 
provisions  were  made  to  construct  an  additional  bed 
tower  to  meet  the  demands  of  an  increasing  patient 
load. 

Construction  started  in  mid-December.  The  bed 
tower  is  expected  to  be  completed  in  1982.  The  addi- 
tion to  the  psychiatric  unit  is  scheduled  to  open  in  18 
months. 

Meanwhile,  on  the  other  side  of  the  100-acre  health 
science  campus,  construction  is  completed  on  the 
medical  school's  animal  care  facility  and  utility  plant. 
The  two  buildings  opened  in  December, 


Dr.  James  G,  Jones,  chairman  of  the  Department  of 
Family  Practice,  has  been  named  to  the  Committee  on 
Geriatrics  for  the  American  Academy  of  Family 
Physicians, 


Dr.  Janice  Daugherty  Rawl,  a  second-year  resident 
at  the  Eastern  Carolina  Family  Practice  Center,  has 
been  elected  president  of  the  North  Carolina  Associa- 
tion of  Family  Practice  Residents. 

Rawl  previously  served  as  secretary-treasurer  of 
the  group. 


Dr.  Francis  T,  Thomas,  a  general  and  thoracic  sur- 
geon, has  been  appointed  professor  of  surgery. 
Thomas  formerly  was  chief  of  thoracic  surgery  and 
heart  and  kidney  transplantation  surgery  at  McGuire 
Veteran's  Administration  Hospital,  Richmond,  Va., 
and  associate  professor  of  surgery  at  the  Medical 
College  of  Virginia. 

A  Fellow  of  the  American  College  of  Surgeons, 
Thomas  is  a  founding  member  of  the  American  Soci- 
ety of  Transplant  Surgeons  and  has  served  on  a  num- 
ber of  the  group's  study  and  governing  committees. 
He  is  active  in  numerous  professional  organizations, 
including  the  American  Association  of  Tissue  Banks 
and  the  Association  of  Academic  Surgery, 

He  is  an  editorial  reviewer  for  two  leading  journals 
on  transplantation  surgery  and  serves  as  scientific 
consultant  to  the  National  Heart,  Lung  and  Blood 
Institute,  the  National  Institute  of  Allergy  and  Infec- 
tious Disease,  and  the  National  Institute  of  Health- 
Research  Center  Grants,  His  work  in  thoracic,  car- 
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diovascular  and  transplantation  surgery  has  been 
published  extensively. 

Thomas  received  his  undergraduate  and  M.D.  de- 
grees from  the  University  of  Minnesota.  He  com- 
pleted general  surgical  residency  at  New  York  Uni- 
versity Medical  Center-Bellevue  Hospital  and  was  a 
fellow  in  thoracic  surgery  at  Case  Western  Reserve 
University. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Felda  Hightower,  professor  of  surgery  at  the 
Bowman  Gray  School  of  Medicine,  has  been  elected 
president  of  the  Southern  Surgical  Association  for 
1979-80. 

The  association  is  the  oldest  surgical  association  in 
the  world. 

The  election  came  during  the  association's  annual 
meeting.  Also  during  the  meeting.  Dr.  Timothy  C. 
Pennell,  associate  professor  of  surgery,  was  elected  a 
Fellow  of  the  association. 

Hightower,  who  joined  the  Bowman  Gray  faculty  in 
1940,  has  served  for  10  years  as  the  association's 
treasurer  as  well  as  its  first  vice  president  and  editor  of 


"Transactions  of  the  Southern  Surgical  Association." 
He  has  been  a  member  of  the  board  of  governors  of  the 
American  College  of  Surgeons,  representing  the  as- 
sociation. 

Hightower  is  a  past  president  of  the  Southeastern 
Surgical  Congress,  the  Southern  Surgeons  Club,  the 
North  Carolina  Surgical  Association,  the  Forsyth 
County  Medical  Society  and  the  North  Carolina 
Chapter  of  the  American  College  of  Surgeons. 


Nine  fulltime  and  21  part-time  faculty  members 
have  been  appointed  at  Bowman  Gray. 

The  new  fulltime  faculty  members  are  Dr.  Everett 
H.  Alsbrook  Jr.,  instructor  in  anesthesia  (intensive 
care  medicine);  Dr.  Claud  E.  Dunlap  111,  assistant 
professor  of  pharmacology;  Dr.  Jamil  A.  Fayez,  pro- 
fessor of  obstetrics  and  gynecology;  Dr.  Glenn  P. 
Gravlee,  assistant  professor  of  anesthesia;  Dr.  Elias 
G.  Theros,  professor  of  radiology;  Dr.  James  N. 
Thompson,  assistant  professor  of  surgery  (otolaryn- 
gology); Dr.  Beverly  A.  Weeks,  assistant  professor  of 
microbiology  and  immunology;  Dr.  Daniel  J.  Wilson, 
assistant  professor  of  medicine  (nephrology);  and  Dr. 
Ralph  D.  Woodruff,  assistant  professor  of  pathology. 

Receiving  appointments  to  the  part-time  faculty  as 
clinical  instructors  in  radiology  were  Dr.  Thomas  R. 
Blackburn,  Dr.  Edward  J.  Easton  Jr.,  Dr.  James  A. 
Ftigan,  Dr.  Palmer  W.  Fant,  Dr.  Henry  T.  Gilbert,  Dr. 
Robert  L.  Green,  Dr.  William  F.  Harriss,  Dr.  James  T. 
Marr,  Dr.  Richard  B.  Merlo,  Dr.  J.  Hal  Owsley,  Dr. 


^ 


HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


v^ 


M. 


UmMME 

A  great  way  of  life. 


^ 


Modern   medical  practice   has  become  a  com 
plex  and  time-consuming  operation    Too  often  the 
physician  sacrifices  leisure  time  and  family  respon 
sibilities  to  his  professional  duties 

If  you're  earning  more  but  enjoying  it  less,  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer 

Our  health  care  system  is  among  the  finest  in 
the  world  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max 
imum  time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements  These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali 
zation  at  Air  Force  expense,  and  full  medical  and 
dental  care  without  loss  of  pay  durinq  treatment. 

For  complete  information  contact: 
AF  Health  Professions  Recruiting, 
PO  Box  27566.  Raleigh.  NC  27611. 
919-7,55-4134.  Please  call  collect 
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Irving  E.  Shafer,  Dr.  Ernest  B.  Spangler  Jr.,  Dr.  John 
S.  Stevenson  and  Dr.  Kyle  A.  Young. 

Other  part-time  appointments  include  Dr.  Ramunas 
Bigelis,  associate  in  biochemistry:  Dr.  William  R. 
Brown  Jr.,  clinical  instructor  in  surgery  (neurosur- 
gery); Dr.  Joe  E.  Gaddy  Jr.,  clinical  instructor  in 
medicine  (cardiology);  Dr.  Wilbur  J.  Harley,  clinical 
associate  professor  (occupational  medicine)  in  the 
Department  of  Family  and  Community  Medicine:  Dr. 
Travis  H.  Jackson,  clinical  instructor  in  neurology; 
Dr.  Juan  J.  Santos,  clinical  associate  professor  of 
radiology;  and  Dr.  Robert  L..  Williams,  clinical  in- 
structor in  pediatrics. 


Yana  S.  Banks,  a  second-year  student  at  Bowman 
Gray,  has  received  the  community  service  award  from 
the  CIBA  Pharmaceutical  Co. 

The  award,  which  consists  of  books  from  CIBA's 
collection  of  medical  illustrations  by  Dr.  Frank  Net- 
ter,  recognizes  Ms.  Bank's  work  last  summer  with 
minority  and  disadvantaged  high  school  students  in 
Pembroke. 

Ms.  Banks  helped  to  prepare  the  students  for  health 
careers  by  teaching  study  skills  and  organizing  tours 
of  medical  schools. 


Dr.  Frederick  W. 
professor  of  medicine, 
board  of  the  "Journal 

Dr.  Lawrence  I 
comparative  medicine 
board  of  the  ""Journal 

Dr.  James  F.  Toole 
Department  of  Neurol 
board  of  the  '"Annals 


Kremkau,  research  assistant 

has  been  named  to  the  editorial 

of  Clinical  Ultrasound." 
Rudel,  associate  professor  of 

was  appointed  to  the  editorial 

of  Lipid  Research." 

professor  and  chairman  of  the 
ogy,  was  elected  to  the  editorial 

of  Neurology." 


A  new  manual,  "Cancer  Chemotherapy  Guide- 
lines." has  been  published  by  the  Oncology  Research 
Center  at  Bowman  Gray. 

It  was  prepared  by  Mrs.  Cheri  Lane,  R.N.,  Dr. 
Hyman  B.  Muss,  associate  professor  of  medicine,  and 
other  members  of  the  Hematology/Oncology  Section. 
The  manual  is  intended  for  oncology  nurse  specialists. 


Maijorie  G.  Anderson,  clinical  instructor  in  family 
and  community  medicine,  has  been  elected  to  serve  a 
two-year  term  as  chairman  of  the  Forum  on  Continu- 
ing Education  of  the  North  Carolina  Nurses  Associa- 
tion. 


Wake  Forest  University  has  conferred  the  Master 
of  Science  degree  on  three  students  who  took  their 
graduate  training  at  Bowman  Gray. 

The  three  are  Michael  C.  Cerrone,  who  received  the 
M.S.  degree  in  microbiology  and  immunology;  David 
T.  Harris,  whose  degree  is  in  the  medical  sciences, 
with  a  special  interest  in  otolaryngology;  and  Gwynn 
D.  Long,  whose  degree  is  in  biochemistry. 

With  the  awarding  of  the  three  degrees,  the  number 
"of  people  who  have  received  either  the  M.S.  or  Ph.D. 
following  study  at  Bowman  Gray  has  risen  to  209. 


A  half-hour  documentary  on  cancer  care  at  the 
Bowman  Gray/Baptist  Hospital  Medical  Center  was 
aired  on  Christmas  Eve  by  the  NBC  affiliate  in 
Winston-Salem. 

II    The  program  gave  special  attention  to  the  care  given 

I'to  children  with  leukemia. 


Five  members  of  the  Bowman  Gray  faculty  have 
been  appointed  to  editorial  positions  with  national 
professional  publications. 

Dr.  Stephen  S.  Elliott,  instructor  in  psychiatry 
(family  development),  was  named  associate  editor  of 
""Fiimily  Relations."  a  journal  of  family  and  child 
studies  published  by  the  National  Council  on  Family 
Relations. 

Dr.  Clara  M.  Heise,  assistant  professor  of  radiology 
(biochemistry),  was  appointed  to  the  editorial  advis- 
ory board  of  the  "Ligand  Review,"  a  new  journal  on 
clinical  radioassay. 


Dr.  Vardaman  M.  Buckalew  Jr.,  professor  of  medi- 
cine and  physiology,  has  been  appointed  to  the  execu- 
tive committee  of  the  American  Heart  Association's 
Council  on  Kidney  Cardiovascular  Disease. 


Margaret  Ann  Chatham,  instructor  in  family  and 
community  medicine,  has  been  elected  to  a  two-year 
term  as  vice  president  of  the  North  Carolina  Nurses 
Association. 


Dr.  Robert  A.  Diseker,  associate  professor  of  com- 
munity medicine,  has  been  elected  secretary  of  Fam- 
ily Services,  Inc.,  of  Winston-Salem. 


Harriett  W.  Faulkner,  director  of  Bowman  Gray's 
Office  of  Minority  .Affairs,  has  been  elected  vice 
chairman  of  the  Southern  Region  Group  on  Student 
Affairs,  the  minority  affairs  section  of  the  Association 
of  American  Medical  Colleges. 


Kate  B.  Gamer,  instructor  in  human  development, 
has  been  appointed  by  Governor  James  Hunt  as  co- 
chairman  of  the  Task  Force  on  North  Carolina 
Families,  a  group  responsible  for  the  state's  prepa- 
rations for  the  White  House  Conference  on  Families. 


Patricia  A.  Gibson,  instructor  in  pediatric  neurol- 
ogy, has  been  appointed  to  the  community  advisory 
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committee  for  the  Department  of  Social  Work  at  East 
Tennessee  State  University. 


Dr.  Joseph  G.  Gordon,  associate  professor  of 
radiology,  has  been  elected  chairman  of  the  board  of 
trustees  of  St.  Augustine's  College. 


Dr.  Robert  N.  Headley,  professor  of  medicine,  has 
been  elected  to  the  board  of  directors  of  the  Piedmont 
Health  Systems  Agency  and  has  been  elected  trea- 
surer of  the  Forsyth  County  Medical  Society. 


comparative  medicine,  has  been  accepted  as  a  mem- 
ber of  the  Pathology  Research  Study  Committee  and  a 
representative  of  the  American  Heart  Association's 
Scientific  Council  on  Arteriosclerosis  for  a  three-year 
term. 

*         *         * 

Celia  A.  Suavely,  instructor  in  medicine  (medical 
social  work),  has  been  re-elected  to  serve  a  one-year 
term  on  the  board  of  directors  of  the  Kidney  Founda- 
tion of  North  Carolina.  She  also  has  been  elected  to  a 
three-year  term  as  a  full  council  representative  to  the 
Nephrology  Network  Coordinating  Council  of  North 
Carolina. 


Dr.  Robert  I.  Kohut,  professor  of  surgery  (oto- 
laryngology), has  been  installed  as  president  of  the 
Society  of  University  Otolaryngologists  during  a 
meeting  of  the  Association  of  American  Medical  Col- 
leges. 

*         *         * 

Dr.  William  M.  McKinney,  professor  of  neurology, 
has  been  appointed  to  the  board  of  directors  and 
chairman  of  the  Constitution  Committee  of  the  Soci- 
ety for  Computerized  Tomography  and  Neuro- 
Imaging. 


Dr.   Lawrence  L.   Rudel,  associate  professor  of 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Medical  scientists  at  the  University  of  North  Caro- 
lina at  Chapel  Hill  are  studying  a  rare  colony  of  pigs 
that  they  believe  hold  important  clues  to  why  humans 
develop  hardening  of  the  arteries. 

The  Francis  Owen  Blood  Research  Laboratory  at 


TEGA-TUSSIN  CIII 

ALSO  AVAILABLE  IN  TABLETS 

[NOW  CONTAINS  25  MG.  DIHYDROCODEINONE  BITARTRATE] 
Palatable  and  Effective  for  Relief  of  Cough  Due  to  Colds 
Each  30  cc  contains: 

Dihydrocodeinone  Bitartrate 25  mg. 

(May  be  habit  forming) 
Chlorpheniramine  Maleate 10  mg. 

Potassium  Guiacol-Sulfonate 500  mg. 

Phenylephrine  HCL 30  mg. 

•  TEGA-TUSSIN  PROVIDES  DIHYDROCODEINONE  BITARTRATE,  a 
most  effective  cough  depressant  with  a  minimum  of  interference  with  the 
cough  reflex. 

•  TEGA-TUSSIN  PROVIDES  CHLORPHENIRAMINE  MALEATE.  the 
BEST  in  antihistamines  with  almost  no  side  effects. 

•  TEGA-TUSSIN     PROVIDES  POTASSIUM  GUIACOL-SULFONATE,  an 
excellent  expectorant. 

•  TEGA-TUSSIN  -  PROVIDES  PHENYLEPHRINE  HCL  which  is  an 
effective  upper  respiratory  mucosal,  pulmonary  decongestant,  mild  broncho- 
dilator  and  vasopressor. 

Suggested  dosage:     Adults,  1  teaspoonful  every  3  or  4  hours.     Children  6  to  12 

years,  one-half  teaspoonful  every  3  or  4  hours. 

CAUTION:Federal  law  prohibits  dispensing  without  prescription. 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  —  JACKSONVILLE,  FLORIDA  32205 
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brand  of 

cimetidine 

How  Supplied:  ^ 

Pale  green  300  mg.  tablets 

in  botttes  of  100  and  Single  Unit  Packages  of  100 

(intended  for  institutional  use  onlyl. 

Injection,  300  mg./2  ml., 

in  single-dose  vials 

and  in  S  ml.  multiple-dose  vials, 

both  in  packages  of  10. 

» 

SI^SF  LAB  CO. 

a  SmithKline  company 
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en  painful  spasm 
is  the  presenting 
symptom . . . 


MS 


in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg./ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.I.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2  cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  .  .  . 

.  .  Bentyl  produced  definite  relaxation  in  8  of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3  of  10.  No  side  effects  occurred  in  either  group  of  patients. 


0H 

Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 


"The  correlation  of  spasm  relief  and  drug  given  was  excellent. " 

*Thisdrug  has  been  classified    probably   effective  in  treating  Reference: 

functional  bowel/irntable  bowel  syndrome  King,  J.C.  and  Starkman.  N  M.:  Evaluation  of  an  antispasmodic. 

Double-blind  evaluation  to  control  gastrointestinal  spasms 
tSee  Warnings,  Precautions  and  Adverse  Reactions.  occurring  during  radiographic  examination.  A  preliminary  report. 


See  following  page  for  prescribing  information. 
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Western  Med.  5:356-358.  1964 
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Bentyl 


(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a  review  of  this  drug  by  the  National  Academy  o( 
Sciences-National  Research  Council  and/or  other  mforma- 
tion,  FDA  has  classified  the  followmg  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
THESE  FUNCTIONAL   DISORDERS  ARE  OFTEN   RE- 
LIEVED BY  VARYING  COIVlBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONiyiENTAL  FACTORS. 
For  use  in  the  treatment  of  infant  cofic  {syrup). 
Final  classification  of  the  less-than-effeclive  indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy],  obstructive 
disease  of  the  gastrointestinal  tract  (as  m  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS  In  the 
presence  of  a  high  environmental  temperature,  tieat  prostration 
can  occur  with  drug  use  (fever  and  tieat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  mcomplele 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
mappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a  motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS.  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  m  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease.  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a  paralytic  ileus  and  the  use  of 
thisdrugmavprecipitateor  aggravate  the  serious  complication  ol 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a  curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia,  palpitations, 
mydriasis,  cycloplegia,  increased  ocular  tension,  loss  of  taste, 
headache;  nervousness;  drowsiness,  weakness,  dizziness,  insom- 
nia, nausea,  vomiting,  impotence,  suppression  ol  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations,  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating  With 
the  injectable  form  there  may  be  a  temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADI\/IINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup  Adults  1  or  2 
capsules  or  leaspoonfuls  syrup  three  or  four  times  daily.  Children 
1  capsule  Of  teaspoonful  syrup  three  or  four  times  daily  Infants  '? 
leaspoontul  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  water )  Bentyl  20  mg..  Adults  1  tablet  three  or  four 
timesdaily  Bentyl  Injection;  ^du/fs  2ml  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  IVlAN- 
AGEfVlENT  OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  ol  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 
Product  Information  as  of  October,  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC..  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
f^ACAL  COMPANY.  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  ol  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  US.A 


Merrell 

MERRELL  NATIONAL  LABORATORIES 
Division  ol  Hichaidson-Merfeiltnc 
Cincinnali,  Ofiio  ^15215.  USA 


UNC-CH  houses  one  of  only  two  colonies  of  pigs  in 
the  world  with  von  Wijlebrand's  disease.  The  other  is 
at  the  Mayo  Clinic.  Scientists  at  both  institutions  have 
been  studying  the  pigs  in  an  effort  to  find  better  ways 
to  treat  the  disease  in  humans.  But  their  most  startling 
discovery  may  have  far  greater  implications  for  the 
more  than  999f  of  people  in  the  world  who  do  not 
have  the  disease.  The  researchers  have  found  that  pigs 
with  von  Willebrand's  disease  are  far  less  likely  to 
develop  hardening  of  the  arteries.  And  this  discovery 
has  given  new  impetus  to  the  search  for  the  cause  of 
atherosclerosis. 

The  UNC-CH  research  team,  headed  by  Drs. 
Thomas  Griggs,  Robert  Reddick  and  Kenneth  Brink- 
hous,  has  received  a  five-year  $337,000  grant  from  the 
National  Heart,  Lung  and  Blood  Institute  to  investi- 
gate what  it  is  about  the  absence  of  von  Willebrand's 
clotting  factor  that  at  least  partially  protects  the  pigs 
from  atherosclerosis. 

"The  hypothesis  is  that,  because  of  some  injury  to  a 
blood  vessel,  platelets  accumulate  and,  as  they  de- 
compose, they  release  a  protein  that  is  known  to  cause 
smooth  muscles  to  grow,"  said  Griggs.  "It  is  thought 
that  when  this  protein  enters  the  wall  of  the  vessel,  it 
causes  a  mass  of  these  muscles  to  grow  into  the  barrel 
of  the  vessel,  thus  partially  closing  it  off." 

The  hypothesis  says  that  the  absence  of  von 
Willebrand's  factor  allows  injuries  to  go  unattended, 
so  platelets  don't  accumulate  in  the  vessels  and  don't 
release  the  protein  that  causes  the  occlusive 
atherosclerosis  we  see  in  normal  pigs." 

Adding  a  new  dimension  to  the  research  is  the  ob- 
sei-vation  that  the  UNC-CH  pigs  apparently  are  less 
resistent  to  hardening  of  the  arteries  than  those  at  the 
Mayo  Clinic.  This  difference,  researchers  say,  sup- 
ports the  idea  that  environmental  factors  may  play  a 
role  in  the  development  of  atherosclerosis,  and  they 
plan  to  study  the  differences  in  the  food,  water,  air  and 
other  environmental  factors  in  the  two  pig  colonies  for 
clues. 

"The  whole  world  is  watching  these  pigs,"  Griggs 
said.  "A  lot  of  what  people  all  over  the  world  do  in  the 
future  to  study  atherosclerosis  may  depend  on  what 
these  pigs  tell  us." 


The  University  of  North  Carolina  at  Chapel  Hill  has 
taken  on  the  job  of  developing  training  programs  that 
could  dramatically  upgrade  health  care  to  the  people 
of  Africa  and  the  Middle  East. 

Financed  by  a  tlve-year,  $12.8  million  contract  with 
the  Agency  for  International  Development,  the  pro- 
grtuns  developed  by  the  School  of  Medicine  will  aim  at 
improving  the  skills  of  about  20,000  health  workers  in 
40  African  and  Middle  Eastern  countries. 

Among  those  targeted  for  the  training  are  midwives, 
village  doctors,  herbalists  and  other  traditional  health 
care  providers  who  still  account  for  much  of  the 
region's  health  care. 

"This  program  has  the  potential  to  have  a  great 
effect  on  health  care  of  the  people  of  a  vast  area,"  says 
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Dr.  Stuart  Bondurant.  dean  of  the  School  of  Medicine, 
"h  will  draw  on  the  experience  and  expertise  of  our 
faculty  and  that  of  other  universities  and  medical 
schools." 

"Countries  in  Africa  and  the  Middle  East  are  de- 
veloping in  an  extremely  rapid  way  in  many  respects, 
but  health  technology  have  not  developed  as  fast," 
says  Dr.  James  W.  Lea.  assistant  professor  of  family 
medicine  in  the  School  of  Medicine  and  director  of  the 
program. 

Lea  says  the  UNC-CH  programs  will  seek  to  bring 
updated  health  and  family  planning  training  tech- 
niques to  the  villages,  while  introducing  basic  health 
concepts. 

To  spread  health  training  around  the  continent, 
LNC-CH  proposes  to  establish  "master"  training 
sites  in  six  countries  —  Morocco,  Egypt,  Sudan, 
Nigeria,  Cameroon  and  Kenya. 

The  project  will  combine  the  techniques  and  con- 
siilative  expertise  of  several  university  departments 
and  schools,  including  the  School  of  Medicine,  School 
of  Nursinu  and  the  School  of  Public  Health. 


William  L.  Beery,  a  research  associate  who  will 
lead  the  study,  says  the  health  hazard  appraisal  was 
developed  in  the  early  1960s  by  two  Indianapolis 
physicians  who  were  trying  to  determine  what  part 
lifestyle  plays  in  a  person's  eventual  cause  of  death. 
Since  then,  several  health  groups  and  private  com- 
panies have  designed  health  appraisals  which  rely  on 
mortality  statistics  and  an  individual's  physical 
characteristics  and  personal  habits. 

Answers  to  questionnaires  are  analyzed  by  a  com- 
puter and  correlated  with  the  leading  causes  of  death 
for  people  of  the  same  age,  sex,  and  race  as  the  re- 
spondant. 

One  aim  of  the  study.  Beery  says,  is  to  examine  the 
accuracy  of  statistical  data  tables  on  which  the  ap- 
praisals rely.  The  researchers  want  to  know  whether 
the  risk  factors  are  based  on  scientifically  sound 
premises. 

The  study  was  commissioned  by  the  National  Cen- 
terfor  Health  Services  Research,  U.S.  Department  of 
Health,  Education  and  Welfare,  with  a  $152,000 grant. 


Research  at  the  Health  Services  Research  Center 
here  will  study  the  effectiveness  and  accuracy  of  the 
"health  hazard  appraisal"  test,  one  of  many  increas- 
ingly used  life-expectance  measures. 


Dr.  Larry  R.  Churchill,  assistant  professorof  family 
medicine  and  coordinator  of  the  ethics  and  human 
values  program  (Office  of  Medical  Studies)  in  the 
School  of  Medicine,  is  the  new  president  of  the  Soci- 
ety for  Health  and  Human  Values. 


An  apple  a  day  worft 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a  minimum 
28-day  program. 

Do  you  have  a  patient  who  needs  this  kind  of  help? 
You  probably  do  because  the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
■  these  patients,  write  to  us. 


tVli*ta*i»iM^  y^To4<>«l<ftt 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 


(912)764-6236 


J.C.A.H.  ACCREDITED 
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Churchill  was  chosen  by  his  peers  in  recognition  of 
his  contributions  to  ethics  in  medicine. 

The  society  is  a  national  organization  of  1,300  pro- 
fessionals that  encourage  and  promote  "concern  for 
human  values  as  an  essential,  explicit  dimension  of 
education  for  health  professionals." 

Teaching  at  UNC-CH  since  1974,  Churchill  was 
instmmental  in  the  development  of  the  ethics  and 
human  values  program,  originally  set  up  as  a  National 
Endowment  for  the  Humanities  pilot  project  for 
teaching  fourth-year  medical  students.  Since  then,  the 
program  has  spread  to  include  courses  for  fust-  and 
second-year  students,  family  practice  residents  and 
other  housestaff. 


Dr.  William  G.  Thomas,  associate  professor  of 
surgery,  attended  a  meeting  and  workshop  of  the 
Council  for  Accreditation  in  Occupational  Hearing 
Conservation  Board  November  14-15  in  Atlanta. 

Thomas  also  participated  in  presenting  a  short 
course  on  "Procedures  for  Evaluating  the  Effective- 
ness of  Industrial  Hearing  Conservation  Programs"  at 
the  American  Speech-Language-Hearing  Association 
convention  November  16-19. 


Dr.  Charles  S.  Newmark,  associate  professor  of 
psychiatry,  has  edited  a  book  entitled  "MMPI:  Clini- 
cal and  Research  Trends,"  published  in  October  by 
Praeger,  a  division  of  Holt,  Rinehart  and  Winston. 


Dr.  Mary  Ellen  Jones,  professor  of  biochemistry 
and  nutrition,  chaired  a  session  on  the  "Biochemistry 
and  Physiology  of  Glutamate"  at  the  Howard  Hughes 
Medical  Institute  November  5-7  in  Miami,  Fla. 

She  also  served  as  a  member  of  the  metabolic  biol- 
ogy study  section  of  the  National  Science  Foundation 
November  8-9  in  Washington. 


Dr.  Clayton  E.  Wheeler  Jr.,  professor  of  dermatol- 
ogy, helped  give  the  examination  of  the  American 
Board  of  Dermatology  October  26-31.  Wheeler  is  re- 
tiring from  the  board  after  nine  years,  including  one 
year  as  president-elect  and  one  year  as  president. 

Wheeler  also  attended  the  annual  meeting  of  the 
Association  of  Professors  of  Dermatology,  November 
8-9  in  Washington. 


Dr.  Edward  V.  Staab,  professor  of  radiology, 
served  as  visiting  professor  at  the  University  of  Ar- 
kansas department  of  radiology  November  3-4. 

Staab  also  presented  a  talk  on  "Ultrasound  as  an 
Aid  to  Clinical  Decision  Making"  at  the  fall  meeting  of 
the  N.C.  Society  of  Internal  Medicine  October  18-21 
in  Asheville. 


Dr.  Frank  C.  Wilson,  professor  of  orthopaedic 
surgery,  participated  in  the  annual  meeting  of  the 
American  Association  of  Medical  Colleges  November 
3-7  in  Washington.  Wilson  moderated  a  workshop 
on  "Competency  Testing  in  Medicine"  and  attended 
the  meeting  of  the  administrative  board  of  the  associa 
tion's  Council  of  .Academic  Societies. 


Dr.  James  N.  Hay  ward,  professor  of  neurology, 
presented  a  seminar  on  neuropeptides  at  the  Univer- 
sity of  Texas  Southwestern  Medical  School 
November  12. 


Robert  S.  Greenwood,  professor  of  neurology.  Dr. 
J.  Douglas  Mann,  assistant  professor  of  neurology, 
and  Dr.  T.  A.  Reaves,  neurology,  presented  papers  at 
the  ninth  annual  meeting  of  the  Society  for  Neurosci- 
ence  November  2-6  in  Atlanta. 


Barbara  A.  McHugh,  R.N.,  rehabilitation  office, 
chaired  the  fifth  annual  educational  conference  of  the 
Association  of  Rehabilitation  Nurses  October  16  in 
Chicago.  She  has  just  completed  a  term  as  president  of 
the  association  and  was  elected  to  serve  as  chairman 
of  the  Rehabilitation  Nursine  Institute. 
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Dr.  Gerhard  Meissner,  associate  professor  of 
biochemistry  and  physiology,  presented  a  lecture, 
"Sarcoplasmic  Reticulum  Ion  Permeability"  De- 
cember 7  at  the  University  of  Miami's  Department  of 
Pharmacology. 


Dr.  Arthur  H.  Lockwood,  assistant  professor  of 
anatomy,  spoke  on  the  "Regulation  of  Animal  Cell 
Shape"  November  2  at  the  University  of  Toronto, 
Canada  and  gave  a  presentation  at  the  American  Soci- 
ety for  Cell  Biology  meeting  November  4-8  in  To- 
ronto. 

Dr.  Joseph  S.  Pagano,  professor  of  medicine, 
served  on  a  site  visit  team  for  the  National  Institutes  of 
Health  November  19-21  in  Los  Angeles. 


Dr.  Jan  Hermans,  professor  of  biochemistry  and 
nutrition,  has  been  awarded  a  Kenan  Leave,  which 
began  January  1 ,  to  collaborate  with  professors  at  the 
University  of  Groningen  in  the  Netherlands.  Together 
they  will  study  the  structure  of  protein  and  water  near 
the  surface  of  protein  molecules. 


Dr.  James  H.  Scatliff,  professor  of  radiology,  is  on 
leave  ofabsence  until  June  1,  1980,  to  prepare  material 
for  two  books:  "Radiology  of  Spinal  Dysraphia"  and 
"Neonatal  Chest  Radiology."  He  is  working  as  a  vis- 
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iting  professor  at  the  Children's  Hospital  at  the  Har- 
vard Medical  School,  Boston. 


Dr.  Lorcan  A.  OTuama,  associate  professor  of 
Medicine,  has  had  an  article  published  on  "Effects  of 
L-  or  D-Cysteine  Coadministration  on  Short-Term 
Distribution  of  Inorganic  Mercury  in  the  Rat"  in  the 
journal  Toxicoloi^y  and  Applied  Pluinnacology. 


THE  AMERICAN  SOCIETY  OF 

OPHTHALMOLOGIC  AND  OTOLARYNGOLOGIC 

ALLERGY 

Dr.  Walter  Ward  of  Winston-Salem  was  named 
president  of  the  American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy  at  the  society's  annual 
meeting  held  in  conjunction  with  the  American 
Academy  of  Otolaryngology  annual  meeting  in  Dallas, 
Texas. 


Free,  Professional,  Confidential 

Problem  Pregnancy  Counseling 


Our  counselor  will  travel  to  your  patient 
if  she  cannot  come  to  our  office. 


The  Children's  Home  Society  of  N.C.,  Inc. 

founded  1903 
P.O.  Box  6587  Greensboro,  NO.  27405 


Asheville  (704)  258-1661 
Chapel  Hill  (919)  929-4708 
Charlotte  (704)  334-2854 


Fayettevllle  (919)  483-8913 
Greensboro  (919)  274-1538 
Greenville  (919)  752-5847 


Wilmington  (919)  799-0655 
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ROSCOE  DRAKE  McMILLAN,  M.D. 

At  rare  intervals,  there  appear  in  the  ranks  ofhuman 
society  individuals  of  more  than  ordinary  intelligence, 
humor  and  dedication.  They  stand  above  the  common 
herd  and  bring  into  oui"  lives  an  element  of  genuine 
concern  and  comfort  that  was  not  present  before. 
Such  an  individual  was  Dr.  Roscoe  Drake  McMillan, 
affectionately  known  to  his  patients  as  "Dr.  Roscoe. "" 

Dr.  McMillan  was  born  on  September  1?,  1S87,  the 
son  of  Dr.  B.  F.  McMillan  and  Louanna  Purcell  Mc- 
Millan, both  descendents  of  early  Scottish  settlers  of 
Robeson  County.  The  family  moved  to  Red  Springs 
from  lower  Robeson  County  in  the  1890s  when  Dr. 
McMillan  was  nine  years  old. 

He  received  his  early  education  at  the  Red  Springs 
Military  Academy,  attended  the  University  of  North 
Carolina  for  two  years  and  then  graduated  in  1910 
from  the  Medical  School  of  the  University  of  Mary- 
land. He  interned  at  the  University  Hospital  in  Balti- 
more. Upon  completion  of  his  education,  he  returned 
to  Red  Springs  and  joined  his  father  in  the  practice  of 
medicine.  They  worked  together  for  about  20  years, 
except  for  the  year  1921  when  he  practiced  in  West 
Virginia. 

In  spite  of  a  busy  and  crowded  life  which  included 
more  than  60  years  of  general  practice,  he  contributed 
his  talent  to  many  civic  and  professional  activities. 

He  was  a  member  of  the  Board  of  Medical  Exam- 
iners of  the  North  Carolina  Medical  Society  from  1935 
to  1938  and  held  these  other  state  offices:  Membership 
on  the  Board  of  Examiners  for  Nurses,  1940-1942; 
State  Board  of  Control  of  Hospitals,  1943;  secretary- 
treasurer  of  the  North  Carolina  Medical  Society, 
1941-1949;  president  of  the  North  Carolina  Medical 
Society,  1950.  Also  in  1950,  he  was  named  General 
Practitioner  of  the  Year  by  the  State  Medical  Society. 
On  September  1,  1950,  the  grateful  citizens  of  Red 
Springs  proclaimed  "Dr.  Roscoe  McMillan  Day". 

He  was  the  organizer  and  long  time  president  of  the 
North  Carolina  Cancer  Institute.  He  was  also  instru- 
mental in  the  organization  of  Scotland  County  Memo- 
rial Hospital.  For  more  than  50  years,  he  was  a  mem- 
ber of  the  Atlantic  Coastline  Surgeons"  .Association. 

The  North  Carolina  Medical  Society  commissioned 
Dr.  McMillan  in  1950  to  write  a  book  on  the  history  of 
medicine  in  North  Carolina.  In  1973,  the  two-volume, 
817-page  work  entitled  Medicine  in  North  Carolina 
was  completed. 


Declining  health  forced  Dr.  McMillan  to  retire  after 
63  years  of  active  practice.  His  wit,  wisdom  and  com- 
passion for  others  were  legendary  long  before  his 
death.  I  quote  from  a  talk  he  gave  on  the  "Reminis- 
cences of  Fifty  Years  of  Medicine  in  Robeson 
County":  "It  is  a  fundamental  fact  that  we  are  born  to 
die,  but  in  the  plan  imd  providence  of  God  the  oppor- 
tunity is  given  eveiy  man  to  so  live  in  service  to  and 
fellowship  with  his  comrades  that  the  memory  of  his 
good  deeds  will  follow  him  long  after  the  dark  portals 
ofthe  grave  have  claimed  their  own."  Such  a  man  was 
Dr.  Roscoe  Drake  McMillan. 

ROBESON  COUNTY  MEDICAL  SOCIETY 


SPENCER  PIPPEN  BASS,  SR.,  M.D. 

Dr.  Spencer  Pippen  Bass,  Sr.,  died  September  30, 
1979.  He  was  born  in  Tarboro  on  October  23,  1883,  to 
Dr.  Henry  Turner  Bass  and  Adah  Mayo  Pippen  Bass. 
He  attended  Mr.  Wilkinson's  School  and  the  Univer- 
sity of  North  Carolina  and  was  graduated  in  medicine 
from  the  University  of  Virginia  in  1906.  He  interned  at 
the  University  of  Virginia  Hospital  and  did  post- 
graduate work  at  Cornell  and  the  New  York  Eye  and 
Ear  Hospital.  He  returned  to  Tarboro  to  start  his  more 
than  60  years  in  practice  of  medicine  when  doctors  did 
not  have  offices  but  did  all  their  early  work  making 
house  calls,  delivering  babies  and  even  operating  in 
the  home.  He  was  later  to  have  his  own  hospital  and 
was  the  first  doctor  in  the  area  to  become  proficient  in 
blood  transfusion.  He  was  a  dedicated,  unselfish 
doctor  with  imusually  tme  medical  skill.  He  had  been 
president  of  the  Edgecombe  Nash  Medical  Society, 
president  ofthe  Seaboard  Medical  Society,  chairman 
ofthe  pediatric  section  ofthe  North  Carolina  Medical 
Society  and  a  member  of  the  Tarboro  School  Board 
for  20  years,  often  chairman. 

Dr.  Bass  was  loved  by  his  friends  and  patients.  He 
was  an  unofficial  authority  on  facts  pertaining  to  his- 
toi-y,  had  a  dry  sense  of  humor  and  will  be  remem- 
bered for  his  anecdotes,  many  of  which  appeared  in 
the  Tarboro  Southerner. 

He  was  married  in  1909  to  Ethel  Denver  Pike,  who 
died  in  1960.  Dr.  Bass  is  survived  by  a  son.  Dr. 
Spencer  P.  Bass,  Jr.,  a  daughter,  Eleanor  B.  Howard, 
and  a  brother,  Arthur  B.  Bass. 
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Classified  Ads 


NOW  LEASING:  Blue  Ridge  Office  Center,  Across  from  new  Rex 
Hospital.  36,000  sq.  ft.  space  available  on  three  floors.  For  further 
infomiation,  call  (919)  821-5454. 

WANTED:  Senior  Physician  for  Center  for  the  Mentally  Retarded. 
Supervises  the  delivery  of  quality  medical  services  for  900  retarded 
children  and  adults.  Duties  include  supervision  of  seven  physicians, 
consultation,  and  professional  liaison  with  other  service  providers. 
Must  be  licensed  to  practice  in  Virginia.  Salary  range  $33,400- 
$51,700,  liberal  state  benefits,  good  vvorking  environment.  Con- 
tact: James  A.  Easter,  Personnel  Office,  Southside  Virginia  Train- 
ing Center,  Petersburg,  Virginia  23803.  Telephone:  (804)  861- 
7493.  AN  EQIAL  OPPORTINITY  EMPLOYER. 

CARDIOLOGIST  —  INTERNIST  31,  ABIM  certified  University 
trained  in  Invasive  and  Noninvasive  Cardiology,  seeks  solo  or  as- 
sociateship,  available  July,  1980.  Contact  George  B.  (ihanem, 
M.D.,  39030  Pinebrook,  Sterling  Heights,  MI  48078,  Phone:  (313) 
979-2848. 

FMG  Board  Eligible  Pediatrician  seeks  practice  opportunity  July 
1980.  University  trained.  Group  solo  institution  government  con- 
sidered. W  rite:  37  Judson  Street  #  lOB,  Edison,  New  Jersey  08817. 

EXCELLENT  OPPORTUNITY  IN  PRIVATE  PRACTICE  for  pri- 
mary care  MDs  in  beautiful  Danville,  Virginia:  annual  guaranteed 
income  of  $40,000:  office  space  available:  other  aspects  of  position 
negotiable.  Contact  Hunter  Grumbles,  Administrator,  The  Memo- 
rial Hospital,  Danville,  Virginia  (804)  799-3700. 

EMERGENCY  MEDICINE  OPPORTUNITIES  —  Emergency 
physician  needed  to  provide  emergency  coverage  during  evening 
rotations  at  this  modern  facility  located  in  the  northeastern  portion 
of  North  Carolina.  Excellent  compensation  and  professional  liabil- 
ity insurance  provided.  For  details  send  credentials  in  complete 
confidence  to  Mr.  Joseph  Woddail,  970  Executive  Parkway,  St. 
Louis,  Missouri  63141,  or  call  toll-free  l-8(K)-325-3982. 

NEW  FEDERALLY-SUBSIDIZED  rural  group  practice  in  beautiful 
Chatham,  Virginia  seeks  2  full-time  board-eligible  or  broad-certi- 
fied primary  care  MDs  for  July,  1980.  Approved  NHSC  site  but 
non-NHSC  candidates  eligible:  service  area  20,000;  on-site  practice 
administrator:  1 8  miles  from  urban  center  of  60,000  (Danville,  Va.) 
with  459  bed  hospital:  excellent  salary  plus  fringe:  excellent  pros- 
pects for  traditional  private  practice  at  end  of  3  year  grant  period; 
mountains/lakes  close  by;  Call  Memorial  Hospital,  Danville,  Va. 
(8(M)  799-4441. 


THE  NORTH  CAROLINA  ACADEMY  of  Physicians  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  w  ho  are  interested  in  hiring  physician's 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P.A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)433-4914 
(after  5:00  p.m.);  work  telephone  (704)  433-2514  (8:00  a.m. -5:00 
p.m.) 

BE  THE  DOCTOR  \OV  WANT  TO  BE  —  in  the  Navy.  The  Navy 
Medical  Corps  currently  has  openings  in  the  U.S.  and  abroad  for 
physicians  in  many  specialties.  You  may  choose  to  accept  your 
coinmission  as  a  naval  officer  only  when  satisfied  with  your  initial 
assignment.  Starting  salary  is  comparable  to  a  $140,000  practice. 
Regular  working  hours  and  30  days  paid  vacation  annually  allows 
you  time  to  enjov  family,  friends,  and  hobbies.  The  quality  of  your 
life  is  important?  Contact  Lt.  Joe  Bryan,  Navy  Physician  Programs, 
Navy  Recruiting  District,  1001  Navaho  Drive,  Raleigh,  N.C.  27609 
or  Call  toll  free  in  North  Carolina  1-800-662-7568  or  919-872-2547 
Collect. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  118 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound. 
Salary  &  '"r .  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to:  David  Wright,  M.D.,  Chowan  Medical 
Center,  Edenlon,  N.C.  27932  Tel:  (919)  482-2116. 

EMERGENCY  PHYSICIANS,  FULLTIME  AND  LOCUM  TENENS 
(two  weeks  to  six  months):  Malpractice  provided.  Immediate  op- 
portunities in  modern  facilities  in  good  locations.  All  inquiries 
confidential.  Contact:  Coastal  Emergency  Physicians,  P.O.  Box 
8703,  Durham,  N.C.  27707.  Telephone:  (919)  489-6521. 

NORTH  CAROLINA  —  Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  I  nlimited 
growth  —  excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  \  irginia  23452  (804)  486-0844. 

VIRGINIA  —  I  nique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia" 23452  (804)  486-0844. 
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Winchester  Surgical  Supply  Company 

200  South  Torrence-St.        Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.         Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  cdl  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


B?p 


^ 


118 


Vol.  41.  No.  2 


3fore  prescribing,  please  consult  complete  product  information,  a 
immary  of  which  follows: 

e  ettecti«eness  of  Valium  (diazepam)  in  long-term  use,  thai  is,  more  than 
'lonths,  has  not  been  assessed  by  systematic  clinical  studies  The 
jn  should  periodically  reassess  the  usefulness  of  the  drug  lor  the 
.    :  ,,^l  patient 
ijntraindications:  Tablets  in  children  under  6  months  of  age,  known 
persensitivity,  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
h  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
imings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
pations  requiring  complete  mental  alertness  (eg  ,  operating  machinery, 
ving)  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
ve  occurred  lollowing  abrupt  discontinuance  (convulsions,  tremor, 
dominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
uals  (drug  addicts  or  alcoholics)  under  carelul  surveillance  because  of 
disposition  to  habituation  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 
AL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
IS  depressants 

t  ol  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
1  of  appropriate  treatment  When  using  oral  form  adjunctively  in  convul- 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
il  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
dication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
ary  increase  in  frequency  and.or  severity  of  Seizures 
:CTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
'tion,  swelling,  and.  rarely,  vascular  impairment  when  used  I  V  inject 
Niy.  taking  at  least  one  minute  for  each  5  mg  (1  ml)  given,  do  not  use 
'II  veins.  I  e  ,  dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
mal  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
•r  solutions  or  drugs  in  syringe  or  infusion  flask  II  it  is  not  feasible  to 
r]inister  Valium  directly  I  V.  it  may  be  injected  slowly  through  the  infusion 
ing  as  close  as  possible  to  the  vein  insertion 

Tiinister  with  extreme  care  to  elderly  very  ill,  those  with  limited  pulmo- 
y  reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
cnitant  use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
oression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
ed When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
£i  at  least  1/3,  administer  m  small  increments  Should  not  be  administered 
loatients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
V I  signs 

h;  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
B  us  or  petit  mal  variant  status 

Vndrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
ced  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
rijcle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
u  er  careful  surveillance  because  of  predisposition  to  habituation/ 
C'Cndence  Not  recommended  for  OB  use 

E  ;acysalety  not  established  in  neonates  (age  30  days  or  less);  pro- 
It  jed  CNS  depression  observed   In  children,  give  slowly  (up  to  0  25 
1  kg  over  3  minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
■oated  after  15  to  30  minutes   If  no  reliel  after  third  administration, 
a  ropnate  adjunctive  therapy  is  recommended 
P cautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
;  >fuliy  consider  individual  pharmacologic  effects — particularly  with  known 
;  ipounds  which  may  potentiate  action  of  Valium  (diazepam),  i  e  , 
3  nothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
>•  s  Protective  measures  indicated  m  highly  anxious  patients  with  ac- 
;  ipanying  depression  who  may  have  suicidal  tendencies  Observe  usual 
3  :autions  in  impaired  hepatic  function;  avoid  accumulation  in  patients 
>■  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
i  iijnt  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (mi- 
'■    2  to  2V2  mg  once  or  twice  daily  increasing  gradually  as  needed  or 
c  aied) 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
lermeasures  available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5  mg)  for  elderly, debilitated 

Adverse  Reactions:  Side  effects  mosi  commonly  reported  were  drowsi- 
ness fatigue  ataxia   Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
laundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety  hallucinations,  in- 
creased muscle  spasticity  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  ol  neutropenia  and  laundice.  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  m  EEG  patterns,  usually  low-voltage  fast  activity  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis,' phlebitis  at  iniection  site,  hypoactivity  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm.  pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes   Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures.  I  V  fluids,  adequate  ainway  Use 
levarterenol  or  metarammol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets.  2  mg,  5  mg  and  10  mg,  bottles  of  100  and  500. 
Tel-E-Dose'  (unit  dose)  packages  of  100.  available  m  trays  of  4  reverse- 
numbered  boxes  of  25.  and  in  boxes  containing  10  stnps  of  10.  Prescription 
Paks  of  50.  available  singly  and  in  trays  of  10  Ampuls.  2  ml.  boxes  of  10. 
Vials.  10  ml.  boxes  of  1.  Tel-E-Jecf  (disposable  syringes).  2  ml.  boxes  of 
10  Each  ml  contains  5  mg  diazepam,  compounded  with  40%  propylene 
glycol.  10%  ethyl  alcohol.  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers.  and  15%  benzyl  alcohol  as  presen/ative 
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2-ML  AMPULS 
lO-ML  VIALS 


ONLYVALIUM'(diazepam) 

GIVES  YOU  THIS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXIBLriY 


PSYCHOTHERAPELmC 


ONLY 


(diazepam) 

HAS  THESE  TWO 
DISTINCT  EFFECTS 


Please  see  preceding  page  for  a  summary  of  product  information 
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Nowt  two  dosage  forms 

Nolfon 

fenoprofen  calcium 

300-mg^  Pulvules' and  600-mg^  ToUets 

^^■■■■■H    Dista  Products  Company 

^■ijUjJ^J    Division  of  Eli  Lilly  and  Company 
^^^^^^^H    Indianapolis,  Indiana  46206 

Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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A  character 


all  its  own. 


•    •  ^  Valium  (diazepam/Roche) 

^^Sk    is  a  benzodiazepine  with  a 
^^^^  character  all  its  own. 

Pharmacologically,  it  is  a  potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent,  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That's  because  of  the 
patient  response  obtained  with  Valium. 
A  response  which  brings  a  calmer 
frame  of  mind.  A  response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A  response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a  problem.  Of 
course,  as  with  all  CNS-actinq  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a  certain  kind  of  patient  response 
with  Valium,  it's  a  response  you  want. 
A  response  you  know.  A  response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiumf® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a  prudent  choice  in  psychic 

tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 
Indications:  Tension  and  anxiety  states,  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  IS,  more  than  4  months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient, 
Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6  months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  seventy  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 
Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 
Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  (aun- 
dice,  skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults  Ten- 
sion, anxiety  and  psychoneurotic  states,  2  to  10  mg  bid  to  q.i.d.; 
alcoholism,  10  mg  t  i  d.  or  q.i.d.  in  first  24  hours,  then  5  mg  t.i.d,  or 
q.i.d  as  needed,  adjunctively  in  skeletal  muscle  spasm,  2  to  10 
mg  t.i.d  or  q,i  d  ,  adjunctively  in  convulsive  disorders.  2  to  10  mg 
b-i.d,  to  q.i,d.  Geriatric  or  debilitated  patients:  2  to  2y2  mg,  1  or  2 
times  daily  initially  increasing  as  needed  and  tolerated  (See  Pre- 
cautions) Children:  1  to  21/2  mg  t.i  d,  or  q.i  d  initially  increasing 
as  needed  and  tolerated  (not  for  use  under  6  months). 
Supplied:  Valium®  (diazepam)  Tablets,  2  mg,  5  mg  and  10  mg— 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4  reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10 


<;^OCHE^ 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  New  Jersey  07110 


whereas  the  Money? 


Your  billings  say  you've  made  it, 

but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 

to  be  paid,  you're  tax  rich  but  cash  poor. 

That's  where  MFS  can  help  you.  Our 

Instant  Reimbursement  Plan  provides  you 

with  instant  payment  for  all  services* 

rendered  without  any  departure  from  your 

current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

'excluding  Medicaid  and  assigned  Medicare. 


Medical  Funding  Services,  Inc. 

Exclusively  serving  the  financial  needs  of       physicians,  dentists,  allied  professionals. 
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CharlotteTreatment  Center 

"OPERATED  BY  PEOPLE  WHO  CARE"— IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  Treatment 
Center  we  believe  that  those  who 
suffer  from  the  treatable  disease 
of  alcoholism,  and  their  families, 
are  entitled  to  the  same  treatment 
and  loving  care  as  those  suffering 
from  any  other  disease. 

We  offer  a  full  range  of 
alcoholism  medical  and  counseling 
services,  including  a  full  time 
Physician,  a  Psychiatrist 
Consultant,  a  professional  staff  of 
Registered  Nurses,  a  Pharmacist 
and  a  professional  counseling 
staff,  most  of  whom  have 
established  excellent  track  records 
in  recovery  themselves.  We  also 
provide  diagnostic  facilities  within 
the  hospital  to  provide  for  on  the 
spot  testing,  quick  results,  and  a 
prompt  diagnosis.  We  provide 
individual  and  group  counseling 
for  the  alcoholic  and  the  family, 
and  a  structured  program  of 
aftercare  which  seeks  to  insure 


longterm,  stable  recovery  through 
intensive  involvement  in  Alcoholics 
Anonymous  and  Al-Anon  Family 
Groups. 

The  Center  is  a  private, 
non-profit  corporation  dedicated  to 
providing  effective  treatment  at  a 
reasonable  cost — treatment  which 
will  restore  the  sick  alcoholic,  and 
the  family  of  the  alcoholic,  to 
sober,  happy  and  rewarding  lives. 


Jamie  Carraway 
Executive  Director 


Rex  R.  Taggart,  M.D. 
Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL (704) 5540285 
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What 
it  means 


to  you... 

our  40th  year 

of  Professionals  Serving  Professionals 

t  means  the  "HALLMARK  OR  RELIABILITY" the  peace  of  mind  in  knowing  that  there  would  be  adequate 

ncome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

Ve,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
rear  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
low  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  ^  J.  SLADE  CRUMPTON 

INCORPORATED 
PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  •  3001  Academy  Road  •  P.O.  Bo,\  8500  •  Durham.  N.C.  27707  •  (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  •  N.C.  Dental  •  N.C.  Bar  Groups  •  N.C.  Engineers  •  N.C.  AIA  •  N.C.  CPA's 
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REPRESENTATIVE  POSITIONS  IN 
THE  NAVY  MEDICAL  CORPS 

(This  list  does  not  contain  all  specialities  needed,  and  some  positions  listed 
may  not  be  open  at  this  time.  You  can  investigate  these  and  other  situations 
without  any  obligation  or  commitment.  Contact  LT  Joe  Bryan,  Navy  Recruiting 
District,  1001  Navaho  Drive,  Raleigh,  N.C.  27609  or  call  toll  free  1-800-662- 
7568.) 

Undersea  medicine  and  flight  surgery  are  open  to  most  specialties. 


ANESTHESIOLOGY 

Camp  Lejeune.  N.C. 
Camp  Pendleton,  Ca. 
Corpus  Christi.  Tx. 
Great  Lakes,  III. 
Oakland,  Ca. 
Philadelphia.  Pa. 
Portsmouth,  Va. 
San  Diego,  Ca. 
Yokosuka,  Japan 


CARDIOLOGY 

Camp  Lejeune. 
Pensacola,  Fl. 


N.C. 


DERMATOLOGY 

Corpus  Christi,  Tx. 
Great  Lakes,  III. 
Guam,  Mariana  Is. 
Jacksonville,  Fl. 
Long  Beach.  Ca. 
Pearl  Harbor,  Hi. 

FAMILY  PRACTICE 

Charleston,  S.C. 
Cherry  Pomt,  N.C. 
Guam 

Long  Beach,  Ca. 
Memphis,  Tenn. 
Orlando.  Fl. 
Quantico,  Va. 
Sigonella,  Italy 

GASTROENTEROLOGY 

Bethesda,  Md. 
Portsmouth,  Va. 
San  Diego,  Ca. 

GENERAL  MEDICINE 

Great  Lakes,  III. 
Long  Beach,  Ca. 
New  Orleans,  La. 
Pensacola,  Fl. 
Philadelphia,  Pa. 

GENERAL  SURGERY 

Beaufort,  S.C. 
Corpus  Christi.  Tx. 
Great  Lakes,  III. 
Guantanamo  Bay,  Cuba 
Lemoore,  Ca. 
Newport,  R.I. 
Oakland.  Ca. 
Orlando,  Fl. 
Philadelphia,  Pa. 
Portsmouth,  Va. 
Yokosuka,  Japan 


INTERNAL  MEDICINE 

Beaufort,  S.C. 
Camp  Lejeune,  N.C. 
Great  Lakes,  III. 
Guantanamo  Bay,  Cuba 
Long  Beach,  Ca. 
Naples,  Italy 
New  London,  Conn. 
Patuxent  River,  Md. 
Pensacola,  Fl. 
Philadelphia.  Pa. 
Port  Hueneme,  Ca. 
Quantico,  Va. 
Subic  Bay,  Philippines 
Yokosuka,  Japan 
Oakland,  Ca. 
Philadelphia,  Pa. 
Portsmouth.  Va. 

ORTHOPEDIC  SURGERY 

Annapolis,  Md. 

Beaufort,  S.C. 

Cherry  Point,  N.C. 

Corpus  Christi,  Tx. 

Great  Lakes,  III. 

Guantanamo  Bay,  Cuba 

Jacksonville,  Fl. 

Lemoore,  Ca. 

Long  Beach,  Ca. 

Memphis,  Tenn. 

Newport,  R.I. 

New  London,  Conn. 

Orlando,  Fl. 

Pensacola,  Fl. 

Philadelphia,  Pa. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 

San  Diego,  Ca. 

Subic  Bay,  Philippines 

Whidbey  Island,  Wash. 

Yokosuka,  Japan 

NEPHROLOGY 

Portsmouth,  Va. 
San  Diego,  Ca. 

OBSTETRICS/GYNECOLOGY 

Camp  Lejeune.  N.C. 

Charleston,  S.C. 

Guantanamo  Bay,  Cuba 

Long  Beach,  Ca. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 

Okinawa,  Japan 

OPHTHALMOLOGY 

Camp  Lejeune,  N.C. 
Corpus  Christi,  Tx. 
Key  West.  Fl. 
Long  Beach,  Ca. 


OTOLARYNGOLOGY 

Beaufort.  S.C. 

Corpus  Christi,  Tx. 

Oakland,  Ca. 

Pensacola,  Fl. 

Philadelphia,  Pa. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 

Yokosuka,  Japan 

PEDIATRICS 

Charleston,  S.C. 
Long  Beach,  Ca. 
Okinawa,  Japan 

PSYCHIATRY 

Camp  Lejeune,  N.C. 
Great  Lakes,  III. 
Guantanamo  Bay,  Cuba 
Lemoore,  Ca. 

PULMONARY 

Bethesda,  Md. 
Portsmouth,  Va. 
San  Diego,  Ca. 

RADIOLOGY 

Charleston,  S.C. 
Cherry  Point,  N.C. 
Corpus  Christi,  Tx. 
Great  Lakes,  III. 
Guantanamo  Bay.  Cuba 
Jacksonville,  Fl. 
Lemoore,  Ca. 
Long  Beach,  Ca. 
Newport,  R.I. 
New  London,  Conn. 
San  Diego,  Ca. 
Yokosuka,  Japan 

RHEUMATOLOGY 

Bethesda,  Md. 
Oakland,  Ca. 
Portsmouth,  Va. 

THORACIC  SURGERY 

Camp  Lejeune,  N.C. 
Great  Lakes,  III. 

UROLOGY 

Camp  Lejeune,  N.C. 
Jacksonville,  Fl. 
Pensacola,  Fl. 
Portsmouth,  Va. 
Yokosuka,  Japan 
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"THE  PHYSICIAN  IS  A 

DECISION  MAKER,  AND  ALMOST 

EVERY  DECISION  HE  MAKES 

COSTS  OR  SAVES  MONEY." 

-L)i.  William  Felts.  Fast  President. 
Ameiiean  Sm'icty  of  Internal  Medicine 

More  and  more  physicians  today  ai'e  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A  number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  ai'e  they  doing  this?  As  a  start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 

hospital  chai'ges  for  routine  lab  tests.  They're  requesting  copies  of  patients' 

hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 

tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients'  hospital 

stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 

Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 

patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients' 

demands  for  unnecessary  medication,  treatment  or  hospitalization. 

Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 
More  physicians  today  realize  what  a  tough  problem  we're  all  faced 

with.  They  know  this  is  a  challenge  for  medicine.  And  that  physicians  are 

in  the  best  position  to  deal  with  and  solve  the  problem. 

'PATIENT  CARE  Magaziiu—OullMk  1977.  "Face Off:  CusI  Cuiilammiiil  is  Chaus"  Jammn  1.  1977 

Lyk  CB.  el  ai  ■Practtce  habils  w  a  gnup  of  eight  mtemisls:  ANNALS  OF  INTERNAL  MEDICINE  84  (May  19761.  594  601 

Schroeder  SA.  el  ai  "Vse  of  laboralory  lesls  and  phannaceulicais:  lanatiott  amwig  physiciatis  and  effect  of  cost  audit  on  subsequent  use."  JOURNAL  OF  THE 

AMERICAN  MEDICAL  .ASSOCI.ATION  225  I  Aug  20.  19731.  969-73. 


Blue  Cross 
Blue  Shield 

ol  North  Carotina 


YOUR  SUPPORT  IS  NEEDED 
CONTRIBUTE  TO  WORTHY  PROJECTS 

TAX  DEDUCTIBLE 


THE  NORTH  CAROLINA  MEDICAL  SOCIETY  FOUNDATION,  INC.  was  created  in  1966 
originally  to  receive  funds  for  the  construction  of  a  new  headquarters 
office  in  Raleigh.   However,  when  other  methods  of  financing  a  permanent 
building  were  devised,  the  role  of  the  Foundation  was  changed.   This 
change  permitted  the  N.  C.  Medical  Society  Foundation  to  be  approved  as 
a  charitable  institution  empowered  to  receive  TAX  EXEMPT  contributions 
for  the  purposes  of  education  and  scientific  advancement.   The  North 
Carolina  Medical  Society  Foundation,  Inc.  has  a  501(c)  (3)  letter  from 
the  Internal  Revenue  Service. 


Among  the  contributions  made  to  the  Foundation  since  its  inception  have 
been: 

—  The  Forsyth-Stokes  Medical  Auxiliary  Benevolent  and  Educational 
Fund  in  1971,  and 

—  the  assets  of  the  Joseph  Ward  Hooper,  Sr. ,  Trust  which  were 
transferred  to  the  Foundation  in  1976.  _ 

While  these  examples  of  group  contributions  have  been  greatly  appreciated, 
your  individual  support  is  badly  needed.   Today,  after  more  than  12  years, 
the  resources  of  the  Foundation  are  still  quite  limited.   As  the  financial 
resources  grow,  the  opportunities  to  use  these  funds  for  worthy  projects 
will  increase  and  all  of  us  will  benefit  by  its  success. 


At  this  time  the  Foundation  is  prepared  to: 

—  serve  as  a  custodian  of  contributions  designated  by  groups  for 
special  projects, 

—  receive  direct  contributions  and  donations  of  stock  or  general 
capital  certificates  of  the  Medical  Liability  Mutual  Insurance 
Company,  all  TAX  EXEMPT,  and  to 

—  accept  from  wills  bequests  which,  properly  defined,  would  not 
be  taxable  to  the  estate  of  the  donor. 


Please  make  your  tax  exempt  contribution  payable  to:   THE  NORTH  CAROLINA 
MEDICAL  SOCIETY  FOUNDATION,  INC.  and  mail  to: 

N.  C.  Medical  Society  Foundation 

P.  0.  Box  27167 

Raleigh,  N.  C.  27611 
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clinical  significance 
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^^^- 


of  constipation 


WILLIAM  H.  RORER,  INC. 

Fort  Washington.  PA  19034 


ConstipQfion 
Qcute  or  chronic 


Consripotion  moy  be  caused  by  conditions  affecting 
the  filling  and  ennptying  of  the  rectunn. 


^ 


Inadequate  filling 

Interference  in  propulsive 
conrrocrions 

Impoirnnenr  of  snnoorh 
muscle  controcrility 

Obstruction  of  the  lumen 


Inadequate  emptying 

Interference  in  the  stimulation  of  the 
defecation  reflex 

An  additional 
complication 

Self  treatment — use  and  abuse  of 
laxatives 


Treatment  of  underlying  disorders  is  critical, 
Relief  of  constipation  is  essential 


Perdiem: 


...distinctive! 


A  unique  blend  of  notural  vegetable  derivatives 
For  comfortable  and  safe  relief  of  constipation 


Psylliunn 

■  A  nonjrol  source  of  hydrophillic  colloids 

■  Strengthens  stimulus  to  defecote 
by  increasing  indigestible  residue 

■  Helps  produce  soft, 
hydrotedwell  formed 
stool 


A  unique 

granular 

fornnulation 

■  No  mixing  or  chewing 

■  Granules  ore  placed  in 
mouth  and  swallowed  with 
full  glass  of  beverage 

■  Helps  break  cathartic 
hobituotion 

■  Helps  esfoblish  normal 
defecatory  reflexes  ond 
regular  bowel  rhythm 


for  comfortoWe 

relief  of 

consriporion 

J^erdiern 


Senna 


250 


9'ams(a,8oz,)g: 


onuie* 


■  Produces  mild  peristaltic 
stimulation 

■  Helps  propel  bulk  through 
colon 


John  Maerz,  M.  D. 

Medical  Direaor 

W.  H.  Rorer,  Inc. 

Fort  Washington,  PA  19034 

Dear  Dr.  Moerz: 

Yes,  I  would  like  to  receive  o  supply  of  Perdiem^'' 
starter  samples  for  my  porients. 


Dr. 


Address  _ 

City 


Srore  - 
Zip- 


Speciolry . 


5J-312 


Pirbiem 

Prescribing  Informarion 

ACTIONS:  Perdiem'"  wirh  irs  genrle  oaion  does 
nor  produce  disogreeoble  side  effects.  The  veg- 
eroble  mucilages  of  Perdiem™  soften  the  stool 
and  provide  poin-free  evocuorlon  of  the  bowel 
PerdienH'"  is  effealve  as  an  aid  to  ellminorion  for 
the  hemontioid  or  fissure  patient  prior  to  and  fol- 
lowing surgery. 

COMPOSITION:  Norurol  vegerable  denvotives:  A 
unique  blend  of  psyllium  and  senno  (Plontogo 
Hydrocolloid  witti  Cassia  Pod  Concenrrote) 
INDICATION'  For  relief  of  constipation, 
PATIENT  WARNING:  Should  not  be  used  in  the 
presence  of  undiagnosed  abdominal  pain.  Fre- 
quent or  prolonged  use  without  the  dIreCTion  of  o 
physician  is  not  recommended  Such  use  may 
lead  to  loxorive  dependence 
DIP,EaiONS  FOF^  USE— ADULTS:  Before  breokfost 
ond  after  rhe  evening  meal,  one  ro  two  rounded 
reospoonftjls  of  Perdiem'"  granules  should  be 
placed  in  the  mourh  ond  swollowed  wIrh  o  full 
gloss  of  worm  or  cold  beverage  Perdiem™ 
granules  should  not  be  chewed  After  Perdiem™ 
rokes  effea  (usually  ofter  24  hours,  but  possibly 
not  before  36-48  fiours):  reduce  rhe  morning 
and  evening  doses  ro  one  rounded  reaspoonful 
Subsequenr  doses  should  be  adjusted  after 
odequore  loxorion  is  obralned 
IN  OBSTINATE  CASES:  Perdiem™  moy  be  roken 
more  frequenrly,  up  ro  two  rounded  reospoonfuls 
ever/  six  hours 

FOR  PATIENTS  HABITUATED  TO  STP.ONG  PURGA- 
TIVES: Two  rounded  reospoonfuls  of  Perdiem™  in 
the  morning  ond  evening  may  be  required 
along  with  holf  the  usuol  dose  of  the  purgative 
being  used  The  purgorive  should  be  discon- 
tinued OS  soon  as  possible  ond  rhe  dosoge  of 
Perdiem™"  gronules  reduced  when  ond  if  bowel 
rone  shows  lessened  laxative  dependence 
FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  to  two  rounded  reospoonfuls  of 
Perdiem™  in  rhe  evening  with  worm  liquid 
DURING  PREGNANCY:  Give  one  to  two  tounded 
teospoonfuls  each  evening 


FOR  aiNICAL  REGULATION:  For  porients  confined 
to  bed  for  rhose  of  inoaive  hobits,  and  in  rhe 
presence  of  cordiovosculor  disease  where  srroin- 
ing  musr  be  ovoided  one  rounded  reospoonful 
of  Perdiem™  roken  once  or  pwice  doily  will  pro- 
vide regular  bowel  hobirs  Take  wirh  o  full  glass  of 
worer  or  beverage 

FOR  CHILDREN:  From  oge  7 — 1 1  years  give  one 
rounded  reaspoonful  one  to  two  times  doily. 
From  age  12  and  older,  give  odulr  dosage, 
NOTE:  Ir  IS  extremely  important  that  Perdiem™ 
should  be  token  wirh  a  plentiful  supply  of  liquid. 
HOW  SUPPUED:  Granules;  100  grom  (3  5  oz, ) 
and  250  gram  (8,8  oz, )  canisters. 
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Made  in  West  Gerrr  'I 
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NO  POSTAGE 

NECESSARY 

IF  MAILED 

IN  THE 

UNITED  STATES 


WILLIAM  H.RORERJi:. 

Fort  Washington,  PA  19034 


BUSINESS  REPLY  MAIL 

FIRST  CLASS     PERMIT  NO  29     Ft  Washington.  PA. 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 

William  H.  Rorer.  Inc. 

500  Virginia  Drive 

Ft.  Washington,  PA.  19034 


Attn:  Marketing  Services 
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PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  10 


MARCH  1980 


j.  Politics  on  the  national,  state,  and  local  scenes  is  getting  hotter  than  a  pot 
of  grits,  and  your  Medical  Society  politics  is  starting  to  warm  too.   The 
Nominating  Committee  has  offered  the  following  names  after  much  careful  delibera- 

i|  tion,  and  I  am  herewith  circulating  them  to  the  membership  as  required.   The 
nominess  for  President-Elect,  First  Vice-President,  Second  Vice-President, 
Secretary,  Speaker,  and  Vice-Speaker  are  in  a  sealed  envelope  to  be  opened  before 

[(the  House  of  Delegates  in  Pinehurst  in  May. 

Councilors  and  Vice-Councilors  are  being  elected  for  the  First,  Fourth,  and 
Sixth  Districts.   The  nominees  are:   First  District:   Edward  B.  Eadie,  Jr.,  M.D. , 
as  Councilor  and  William  A.  Hoggard,  M.D. ,  as  Vice-Councilor;  Fourth  District: 
Robert  H.  Shackelford,  M.D.,  as  Councilor  and  Lawrence  M.  Cutchin,  Jr.,  M.D. ,  as 
Vice-Councilor;   Sixth  District:   W.  Beverly  Tucker,  M.D. ,  as  Councilor  and 
C.  Glenn  Pickard,  Jr.,  M.D. ,  as  Vice-Councilor.   These  six  are  incumbents. 

I  Nominees  for  six-year  terms  on  the  Board  of  Medical  Examiners  are  Thomas  E.  Fitz, 
M.D.,  Internist  from  Hickory;  Jack  A.  Koontz,  M.D.,  Family  Practitioner  from 
Greenville;  and  Frank  N.  Sullivan,  M.D.,  Family  Practitioner  from  Wilson. 

Nominees  for  AMA  Delegates  for  2-year  terms  are  James  E.  Davis,  M.D.,  of  Durham; 
John  Glasson,  M.D. ,  of  Durham;  and  Frank  R.  Reynolds,  M.D. ,  of  Wilmington. 
Alternate  Delegates  to  AMA  are  M.  Frank  Sohmer,  Jr.,  M.D. ,  of  Winston-Salem; 
|E.  Harvey  Estes,  Jr.,  M.D. ,  of  Durham;  and  Jesse  Caldwell,  Jr.,  M.D. ,  of  Gastonia. 

Nominees  to  the  Editorial  Board  of  the  NORTH  CAROLINA  MEDICAL  JOUPvNAL  for  4-year 
terms  are  Rose  Pully,  M.D.,  of  Kinston;  John  S.  Rhodes,  M.D.,  of  Raleigh;  and 
Louis  deS.  Shaffner,  M.D. ,  of  Winston-Salem. 

The  Executive  Council,  upon  advice  of  the  Nominating  Committee,  has  recommended  John 
W.  Foust,  M.D.,  of  Charlotte  and  A.  Sherman  Morris,  Jr.,  M.D. ,  of  Asheville  to  the 
Nominating  Committee  of  Blue  Cross  and  Blue  Shield  of  North  Carolina  as  Society 
suggestions  for  their  Board  of  Trustees. 

A  word  here  about  the  Nominating  Committee  is  in  order.   It  is  composed  of  one 
representative  from  each  of  the  ten  districts.   These  representatives  are  elected 
by  a  caucus  of  the  delegates  from  each  district  on  a  rotational  basis  for  3-year 
terms.   At  the  House  of  Delegates  in  May,  the  members  from  Districts  Three,  Five, 
Seven,  and  Nine  will  be  elected.   The  responsibilities  of  this  group  is  tremendous. 
Their  decisions  influence  the  course  of  your  Medical  Society  for  years.   The 
delegates  from  the  above  districts  should  carefully  consider  who  you  elect  to  this 
post,  keeping  in  mind  that  no  member  of  the  Nominating  Committee  is   eligible  for 
elective  office. 

As  in  any  democratic  organization,  there  is  opportunity  for  nominations  from  the 
floor  prior  to  elections. 


-2- 


Your  officers  and  the  Legislative  Committee  went  to  Washington  in  February  and 
met  with  several  people.  The  meeting  was  well  attended  by  about  25  physicians 
led  by  John  Dees,  M.D. 

The  morning  meeting  was  with  the  staff  of  the  Washington  office  of  the  AMA.  Wei 
were  briefed  on  current  legislation  of  interest  to  physicians  and  given  a  rundol 
on  the  various  bills  under  consideration.  A  later  briefing  was  with  Bob  Maher  | 
who  is  on  the  White  House  staff  as  Congressional  Liaison  Man  for  Health  Affairsi 
The  evaluation  of  the  AMA  staff  regarding  White  House  priorities  was  remarkably, 
accurate.  They  did  not  seem  to  be  concerned  about  any  bill  for  National  Health j 
Insurance,  and  that  rather  complacent  attitude  bothered  me. 


Lunch  at  the  House  Office  Building  was  attended  by  seven  North  Carolina  Represe- 
tatives  and  Senator  Helms  appeared  in  a  cameo  role.   Senator  Morgan  was  up  to  hs 
ears  in  the  Winberry  hearings  and, understandably,  could  not  be  there.   Many  of 
the  Congressional  Staff  people  attended  and  conversation  was  lively. 

After  lunch  Mr.  Maher  addressed  the  group  and  discussed  his  priorities.   They  wre 
in  order:   National  Health  Insurance,  Child  Health  Insurance  Program,  Mental  HeLt 
Health  Service  Corps,  Vaccination,  improvement  in  Medicaid  and  Medicare  Program, 
and  the  removal  of  capitation  grants  to  medical  schools.   A  question  and  answer 
period  followed  and  opinions  aired  by  many  of  your  peers  outlining  some  of  our  m 
blems  with  federal  programs.   I  don't  think  he  changed  any  of  our  minds,  nor  wei 

Congressman  Martin  then  came  in  to  talk  about  his  bill  for  catastrophic  health 
insurance,  giving  the  details  of  his  proposal  embodied  in  H.R.  6405.   This  woul, 
fund  health  care  after  health  care  costs  for  an  individual  has  passed  a  percent! 
of  income.   My  feeling  is  that  this  would  be  a  cumbersome  criterion  to  apply,  hi 

ever  it  gives  the  North  Carolina  group  an  interest  in  health  care  financing al 

Ed  Beddingfield  used  to  say,  "it  enables  us  to  get  our  feet  under  the  (discussi| 
table". 

It  is  with  regret  that  I  received  word  of  the  death  of  John  C.  Burwell,  M.D., 
Chairman  of  the  Committee  on  Professional  Insurance.   Dr.  Burwell  ran  his  commil 
with  humor  and  dispatch  and  inculcated  into  the  members  of  his  committee  an  espl 
de  corps  that  is  seldom  seen  in  Medical  Society  committees. 

Dan  Finch  is  leaving  the  employment  of  the  Medical  Society.   Dan  has  done  his  j| 
well  and,  speaking  for  the  entire  Society,  I  wish  him  well  in  his  new  job.   He 
will  have  two  new  bosses,  for  he  was  married  in  early  March. 


The  State  of  North  Carolina  is  considering  a  big  step  backwards  in  support  of  hi 
deliveries  by  nurse  midwives .  I  hope  that  those  of  you  who  know  the  pitfalls  ol 
home  deliveries  will  speak  strongly  to  your  legislators  against  this  practice  w| 
the  time  comes.  It  would  not  be  amiss  to  talk  to  them  now  and  reinforce  your 
opinions  later. 

I  saw  my  first  daffodil   today,  so  things  are  looking  up.   Don't  forget  the  Ann| 
Meeting  in  Pinehurst,  May  1-4.   Plan  to  attend  and  bring  a  friend. 


Sincerely, 


J.  B.  Warren,  M.D. 
President 
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CirCi>IPEN 

(cycbcillin) 


Tablets/ 
Suspension 


Efficacy 

proven  in  the 

treatment  of 

otitis  media, 

bronchitis, 

pneumonia  and 

upper  respiratory 

tract  infections'^ 

with  fe>ver 

side  effects. 


'''^-^ 


*Due  to  susceptible  organisms 

(See  important  information  on  last  page.) 
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Tablets/ 
Suspension 


NewCKCLtPEN 

(cycbcillin) 

efficacy  with  fewer  sid 
ampiciliin  confirmed  i 

studies  of  2,59 


Rapid,  virtually  complete 
absorption  from  Gl  tract 

Rapid  onset  of  action- 
mean  peak  serum  levels 
within  30  minutes 

Exceptionally  high  peak 
blood  levels-3  times 
greater  than  ampiciliin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

Rapidly  excreted 
unchanged  in  the  urine— 
V/2  times  faster  than 
ampiciliin 


MEAN  BIOOD  LEVELS  IN  MCG/ML  AnER 
250  MG  CYCIACILUN  StNGLE  ORAL  DOSE 


2  3 

Time  {Hrs  Aher  Admimsfratiofi) 


Clinical  efficacy  of  CYCLAPEN®  in  otitis  media 


Causative 
Organism 

N,  oi. 
P(en' 

S.  pneumoniae 

96 

I 

12 « 

95 

H.  influenzae 

88 

85 

1 
1 

%  Clinical  Response 
%  Bacterial  Eradication 

more  than  just  spectrin 
in  otitis  media 


*lncludes  all  patients  treated.  2,415  evaluated  for  saf^^; 
1,819  evaluated  for  efficacy.  ' 

jDue  to  susceptible  organisms. 

Copyright  ©  1979,  Wyeth  Laboratories.  All  rights  reserved. 


Meets  than 

louble-blind 

^tients* 


:/er  side  effects  with  CYCLAPEN®  in 
uble-blind  studies  to  date'^ 


Total  number  of  drug-related  side  effects  in  all  patients 

YCLAPEN* 

128  of  1,286    (10%)  of  patients 

ampicillin 

202  of  1,129    (18%)  of  patients 

1        Difference  statistically  significant  (P  <0.001) 

In  bronchitis, 
pneumonia  and 
upper  respiratory 
tract  infectionst 


:CLAPEN®  (cyclacillin) 

tsctive  for  otitis  media^  in  children 

lixcellent  clinical  results  in  eliminating  the 
wo  most  common  causative  organisms  in 
)titis  media 

liignificantly  lower  incidence  of  diarrhea 
ind  skin  rash  in  children  treated  with 

.,:YCLAPEN®  Suspension 


High  cure  rate  with  CYCLAPEN' 

Causative 
Organism 

Bronchitis/Pneumonia 

No.  of 
Patients 

100 

73 

95 

Chronic  Bronchitis     (acute  exacerbation) 

H.  influenzae 

92 

12 

Tliough  clinicol  improvemenl  hoi  been  shown  bacteno 
logit  cures  connot  be  expected  m  oN  patients  with 
chronic  respifofory  diseose  dwe  lo  H  -nfluerzoe 

Streptococcal  Sore  Throat 

Group  A  beta- 

hemolytic 

Streptococcus 

100 

44 

86 

1 

%  Clinical  Response                                             | 

1 

%  Bacterial  Eradication 

1 

U- 


1 

diarrhea 

rash 

:yclapen 

9.1% 

2.1% 

ampicillin 

19.2% 

5.8% 

P  <  0.001 

P  <  0.03 

pld  JA,  Hegarty  CP  Deitch  MW,  Walker  BRt 
I'uble-blind  clinical  trials  of  oral  cyclacillin 
!■  d  ampicillin,  Antimicrob  Ag  Chemother 
,■55-58,  (Jan.)  1979. 

|ita  on  file,  Wyeth  Laboratories. 

i<  important  information  on  next  page.) 


more  than 
iust  spectrum 

CKCLflPEN 

(cyclacillin) 


Tablets/ 
Suspension 


Wyeth  Laboratories 

'        '         ■■  Philadelphia.  Pa  19101 
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New  from  Wyeth  Laboratories 

CVCLIPEN 

(cycbcillin) 


Tablets/ 
Suspension 


more  than  just  spectrum  in  otitis 
media,  bronchitis,  pneumonia,  and 
upper  respiratory  tract  infections* 


Usual  children's  dosage:  50  to 
100  mg/kg/day  in  equally  space 
doses,  depending  on  severity. 


■  Rapid,  virtually  complete 
absorption  from  Gl  tract 

■  Rapid  onset  of 
action— mean  peak  serum 
levels  within  30  minutes 

■  Exceptionally  high  peak 
blood  levels— 3  times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

■  Rapidly  excreted 
unchanged  in  the  urine— 
VA  times  faster  than 
ampicillin 

■  Significantly  fewer 
episodes  of  diarrhea  and 
skin  rash  than  reported 
with  ampicillin  in  studies 
to  date 

■  Excellent  clinical  response 
and  outstanding  bacterial 
eradication  documented 
in  double-blind  studies 
involving  2,581  patients 

■  New  CYCLAPEN® 
Suspension— 
great-tasting  raspberry 
punch  flavor 

*Due  to  susceptible  organisms. 


Wyeth  Laboratories 

'        ■"        ■"  Philadelphia.  Pa  19101 


How  Supplied 

CYCLAPEN®  (cycbcillin) 

tablets: 

250  mg  scored  tablets 

500  mg  scored  tablets 


Indications 

Cyclaper'^  ICYclaallin)  tias  less  m  viUq  activity  Itian  oltiet  dfuis  m  ttie 
ampicillin  class  ol  antibiolics  anil  its  use  stiould  tie  contined  to  ttie  intlicatms 
listed  below 

Cyclapen'^'is  indicated  (or  the  treatment  ot  ttie  tollowing  mlections 
RESPIRATORY  TRACT 

Tonsillitis  and  pliaryngitis  caused  by  Group  A  beta-hemolytic  streptococci 
Bronchitis  and  pneumonia  causeit  by  5  pneumoniae  (lormerly  0  pneu- 
momae) 

Otitis  Media  caused  by  S  pneumoniae  (tormerly  0  pneumoniae)  and  H 
intlueniae 

Acute  exacerbation  ot  chronic  bronchitis  caused  by  H  inlluen^ae' 
*Thoug!i  clinical  impiovement  has  been  shown,  bacteiiologic  cures  can- 
not be  expected  in  all  patients  with  chronic  respiratory  disease  due  to  H 
intlueniae 
SKIN  AND  SKIN  STRUCTURES  {inlegumentacyl  inteclions  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  non-penicillinase  prodocers 
URINARY  TRACT  INFECTIONS  caused  by  f  coli  and  P  maabilis  (This  drug 
should  not  be  used  in  any  infections  caused  by  f  coli  and  P  mnabitis  other 
than  urinary  tract  infections ) 

NOTE  Cultures  and  susceptibility  tests  should  be  pertormed  mitiallyand 
during  treatment  to  monitor  the  eftectiweness  ot  therapy  and  the  susceptibility 
ot  bacteria  Theiapy  may  be  instituted  prior  to  the  results  ot  sensitivity  testing 
Conlraindicalions 

The  use  ot  this  drug  is  contraindicated  in  individuals  with  a  history  ol  an 
allergic  reaction  to  penicillins 
Warnings 

CrClACItUN  SHOULD  ONLY  BE  PRESCRIBED  FOR  IKE  INDICATIONS  LISTED  IN 
THIS  INSERT 

CYCLACILLIN  HAS  LESS  IH  VITPO  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  AMPI- 
CILIIN  CLASS  ANTIBIOTICS  HOWEVER  CLINICAL  TRIALS  HAVE  DEMONSTRATED 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS 
SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC- 
TIONS HAVE  BEEN  REFflRTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOyVING  PARENTERAL  ADMIN- 
ISTRATION.  IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC- 
TIONS ARE  MORE  APT  10  OCCUR  IN  INDIVIDUALS  WITH  A  HISTORY  OF 
SENSITIVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WITH 
A  HISTORY  OF  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCED 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A  CEPHALOSPOR- 
IN BEFORE  THERAPY  WITH  A  PENICILLIN  CAREFUL  INQUIRY  SHOULD  BE  MADE 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS  CEPHALO- 
SPORINS AND  OTHER  ALLERGENS  IF  AN  ALLERGIC  REACTION  OCCURS  THE 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  BE 
INITIATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER- 
GENCY TREATMENT  WITH  EPINEPHRINE  OXYGEN  INTRAVENOUS  STEROIDS  AIR- 
WAY MANAGEMENT.  INCLUDING  INTUBATION.  SHOULD  ALSO  BE  ADMINISTERED 
AS  INDICATED 
Precautions 

Prolonged  use  ot  antibiotics  may  promote  the  overgrowth  ot  nonsusceplible 
organisms  It  superintection  occurs  during  therapy,  appropriate  measures 
should  be  taken 

PREGNANCY  Pregnancy  Category  B  Reproduction  studies  have  been  performed 
in  mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  ot  impaired  fertility  or  harm  to  the  letus  due  to  cyclacillin  Theie  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  ot  human  response,  this 
drug  should  be  used  during  pregnancy  only  if  clearly  needed. 
NURSING  MOTHERS  It  is  nol  linown  whether  this  drug  is  excreted  in  human 
milli  Because  many  diugs  are  excreted  m  human  milk,  caution  should  be 
exeicised  when  cyclacillin  is  administered  to  a  nursing  woman 
Adverse  Reactions 

The  oial  administration  ot  cyclacillin  is  geneially  well  tolerated 
As  with  othei  oenicillins.  untoward  reactions  ot  the  sensitivity  phenomena  are 
lihely  to  occur,  particularly  in  individuals  who  have  previously  demonstiated 


CYCLAPEN®  (cyclacillin)  f 

oral  suspension 

125  mg  per  5  ml: 

100  ml  and  200  ml  bottles 

250  mg  per  5  ml: 

100  ml  and  200  ml  bottles    j 

hypersensitivity  to  penicillins  of  m  those  with  a  history  o!  allergy,  e 

tever,  or  urticaria 

The  following  adverse  reactions  have  been  reporled  with  the  use  olli 

diarrhea  (in  aporoiirnately  1  out  ol  20  patients  treated),  nausea  arnti 

(in  approiimately  1  in  50),  and  shin  rash  (m  approifmalely  1  in  Bsolil 

instances  ot  headache,  dizziness,  abdominal  pam,  vaginitis  and  ur  uju 

been  reported  (See  WARNINGS) 

Othet  less  Uequenl  adverse  reactions  which  may  occur  and  thai 

reported  during  therapy  with  other  penicillins  are  anemia,  thromti' 

thfombocytopenic  purpura,  leukopenia,  neutropenia  and  eosinopi 

reactions  are  usually  reversible  on  discontinuation  of  therapy 

As  with  other  semisynthetic  penicillins,  SCOT  elevations  have  bee  »iM 

Dosage  and  Administration 


i 


uruj) 
'Pl  1 


INFECTION* 


ADULTS 


Respiratory  Tract 
Tonsillitis  & 
Pharyngitis" 


250  mg  qid  in  equally 
spaced  doses 


Bronchitis  and 
Pneumonia 
Mild  or  Moderate 
Infections 
Chronic  Infections 


Otitis  Media 


Skin  &  Skin 
Structures 

Urinary  Tract 


50  mg/kg/i 
equally  spacecjt 
100  mg'kg/d;.i. 
equally  spacecM 
50  to  100  m(fd 
equally  spacecse 
pending  on  sey 
50  to  100  mifi 
equally  space(H 
pending  on  sey 
100  mg/kg/da-  e4 
spaced  doses.  < 


250  mg  q  I  d   in  equally 
spaced  doses 
500  mg  q  I  d   in  equally 
spaced  doses 
250  mg  to  500  mg  q  id 
in  equally  spaced  doses 
depending  on  severity 
250  mg  to  500  mg  q  id 
in  equally  spaced  doses 
depending  on  seventy 
500  mg  qid  m  equally 
spaced  doses 

'As  with  antibiotic  therapy  generally,  treatment  should  be  conttfl 
minimum  ol  48  to  72  hours  after  the  palient  becomes  asymptom.  ots 
evidence  of  bacterial  eradication  has  been  obtained 
**ln  infections  caused  by  Group  A  beta-hemolytic  streptococci,  a  -ff 
10  days  of  treatment  is  recommended  to  guard  against  the  risk  o  ii 
tever  or  glomerulonephritis 

In  the  treatment  ol  chronic  urmary  tract  infection,  frequent  bade  310 
clinical  appraisal  is  necessary  during  therapy  and  may  be  requirec  Ml 
months  afterwards 

Persistent  infection  may  require  treatment  lor  several  weeks 

Cyclacillin  is  not  indicated  in  children  under  2  months  ot  age.    | 

Patients  with  Renal  Failure  \ 

Based  on  a  dosage  of  500  mg  qid,  the  following  adiuslment 

interval  is  recommended  | 

Patients  with  a  creatinine  clearance  of  >50  ml/mm  nei 

age  interval  adjustment  | 

Patients  with  a  creatmme  clearance  of  30-50  ml/mm  shouldji 

doses  every  !2  hours 

Patients  with  a  creatinine  clearance  of  betvreen  15-30  mlJ! 
receive  full  doses  every  18  hours  1 

Patients  with  a  creatinine  clearance  of  between  10-15  ml, 
receive  full  doses  every  24  hours  j 

In  patients  with  a  creatinine  clearance  of  <10  r.'nll 
serum  creatinine  values  ol  _  10  mg  %.  serum  cyclacillin  level:' 
mended  to  determine  both  subsequent  dosage  and  Irequeni' 


\AA 


What  would 
Thomas  Edison's 
physicicin  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a  year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a  carbon 
filament  in  a  vacuum  produced  a  good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a  short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 
If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 

You  see,  it  wasn't  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer's  pocket.  And  the  only  insurance 
available  —  accident  coverage  —  did  not 
cover  illness. 

Today,  as  a  member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a  regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  —  to  buy 
groceries,  make  house  payments  or  provide 
for  your  children's  education. 


With  Mutual  of  Omaha's  Disability  Income 
Protection,  a  disabling  sickness  or  accident 
no  longer  (as  in  Edison's  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you're  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A  Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there's 
no  obligation. 

Underwritten  by 

Mutual^ 
g^mflha.W 

People  ifott  can  count  on... 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 


Name 


Address 

City  

State   _ 


Zip 


MANDALA  CENTER  HOSPITAL 

From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a  JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a  15-acre  site,  and  offers  a  full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activities  therapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W.  Rau.  M.D.,  Medical  Director 

Roger  L.  McCauley.  M.D. 

I_arry  T.  Burch,  M.D. 

Edward  H.  Weaver.  M.D. 

Robert  W.  Gibson,  M.D. 

James  Mattox.  M.D. 

Ali  Jarrahi.  M.D. 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D, 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 

Winston-Salem,  N.C.  27104 

(919)  768-7710 


MEMBERSHIP  IN: 

N.C.  Hospital  Association 
National  Association  of  Private 

Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 

Medicare.  Medicaid  approved 


For  Information,  please  contact: 
Richard  V,  Woodard,  Administrator 


Towards  Wholeness 


138 


Vol.  41,  No.  3 


SPECIAL  ARTICLE 


The  Federal  Role  In  Health  Care 


Senator  Robert  Morgan 


I  APPRECIATE  having  the  op- 
portunity to  come  here  tonight 
and  to  taltv  with  you  about  the  fed- 
eral role  in  health  care.  The  ques- 
tion of  what  the  federal  government 
should  do,  and  how  it  should  be 
done,  is  one  of  the  most  controver- 
sial and  perhaps  the  most  important 
public  policy  issues  before  the  Con- 
gress today.  Of  course,  this  is  not 
something  new:  the  first  national 
health  insurance  bill  was  introduced 
in  the  Congress  more  than  40  years 
ago,  and  there  has  been  a  substan- 
tial federal  involvement  in  health 
care  since  the  enactment  of  the 
Medicare  and  Medicaid  laws  in  the 
mid-1960s. 

I  think  that  we  must  begin  with 
the  presumption  that  there  is  a  fed- 
eral role  in  health  care  and  that  it 
will  not  go  away.  Total  public  ex- 
penditures in  1978  for  health  care 
were  about  $60  billion,  over  40  per- 
cent of  the  total  health  care  spend- 
ing in  this  country.  Seventy-five 
percent  of  the  $60  billion  came  from 
the  federal  government,  mostly 
through  the  Medicare  and  Medicaid 
programs. 

At  this  date,  to  talk  about  whether 


2107  Dirksen  Senate  Office  Building 
Washington,  DC    20050 

Presented  on  Ocloher  26.  1979,  to  the  Nonh  Carolina  Medi- 
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there  should  be  a  federal  role  in 
health  care  or  to  discuss  whether 
the  federal  government  should  be 
concerned  with  the  cost  of  provid- 
ing health  care  are  academic  ex- 
ercises which  simply  do  not  take 
into  account  the  real  world. 

At  this  point,  I'm  afraid,  the 
question  is  not  whether  there  should 
be  federally  paid-for  health  insur- 
ance: the  questions  are  who  should 
receive  federally-subsidized  insur- 
ance, how  much  of  a  subsidy  should 
be  provided,  and  how  should  it  be 
provided.  Similarly,  the  question  is 
not  whether  the  federal  government 
should  be  concerned  with  the  cost 
of  health  care  —  the  taxpayers,  who 
are  also  consumers,  as  well  as  gen- 
eral principles  of  fiscal  responsibil- 
ity, demand  that  we  be  concerned. 
The  issues  are  whether  certain 
types  of  actions  are  appropriate  and 
in  keeping  with  our  form  of  govern- 
ment, and  whether  they  would  be 
effective. 

The  debate  over  federal  health 
care  policy  is  one  that  often  be- 
comes quite  emotional,  which  is 
understandable  when  one  considers 
the  immense  impact  these  policies 
will  have  on  millions  of  people.  But 
the  highly  charged  rhetoric  that 
comes  from  all  sides  can  only  serve 
to  remove  attention  from  the  many 
highly  complex,  pragmatic  issues 
that  must  be  considered  if  we  are  to 


pursue  an  enlightened  federal  pol- 
icy. 

I  believe  that  the  goal  of  federal 
policy  should  be  to  insure  that  all 
Americans  can  obtain  decent  health 
care  at  a  cost  the  consumers  and 
taxpayers  of  America  can  afford.  It 
seems  to  me  that  if  federal  policy 
reaches  this  goal,  then  we  have  na- 
tional health  insurance.  But  I  am 
somewhat  reluctant  to  use  this  term 
because  over  the  40  or  more  years  of 
debate,  the  term  has  become  loaded 
down  with  different  and  often  in- 
compatible definitions  and  because 
of  the  emotions  the  phrase  brings 
out  in  so  many  people. 

I  also  believe  that  any  federal 
policy  relating  to  health  care,  to  be 
successful,  will  have  to  be  based  on 
free  enterprise  principles.  If  the 
federal  government  runs  the  sys- 
tem, it  is  likely  to  be  over-regulated 
and  have  too  much  bureaucracy, 
with  the  end  result  that  costs  are 
excessive.  There  will  be  insufficient 
flexibility,  and  innovation  will  be 
stified.  On  the  other  hand,  some 
governmental  role  will  be  necessary 
to  enforce  minimal  health  and  safety 
standards,  to  help  insure  that  those 
who  cannot  afford  health  care  can 
get  it,  and  to  help  channel  health 
care  resources  into  those  areas, 
such  as  isolated  rural  areas  and  poor 
central  cities,  where  it  is  difficult  to 
get  the  providers  of  care  to  locate. 
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By  and  large,  this  is  what  the  federal 
government  is  trying  to  accomplish 
now,  though  I  do  not  always  agree 
with  the  way  in  which  they  go  about 
it. 

But  it  is  not  enough  to  have  a 
system  based  on  the  private  sector: 
it  must  be  based  on  free  enterprise 
principles.  There  must  be  financial 
incentives  to  all  parties,  to  the  con- 
sumers, the  insurance  companies, 
and  all  of  you  to  hold  down  costs. 
The  Congress  must  bear  part  of 
the  responsibility  for  the  lack  of 
competition  which  presently  exists. 
For  example,  as  I  am  sure  most  of 
you  know.  Medicare  will  only  reim- 
burse a  senior  citizen  for  staying  in  a 
nursing  home  after  he  or  she  has 
first  been  in  a  hospital  for  72  hours. 
The  original  purpose  of  this  provi- 
sion was  to  insure  that  only  senior 
citizens  who  require  nursing  home 
care  went  to  a  home.  The  effect  has 
been  to  force  doctors  to  place  the 
elderly  in  a  hospital,  which  is  much 
more  expensive  than  a  nursing 
home,  for  72  hours,  even  though 
hospitalization  may  not  be  required 
medically.  Another  example  relates 
to  preventive  care.   Medicare  and 
Medicaid  pay  for  all  acute  care  but 
virtually  no  preventive  care.  Yet  it 
is  this  preventive  care  that  is  cer- 
tainly most  cost  effective  in  the  long 
run.    These    are    simply    design 
changes  that  can  be  made  in  existing 
programs  which  will  help  control 
costs  without  in  any  way  affecting 
the  quality  of  care. 

But  the  role  that  doctors  (speak- 
ing generally)  have  played  in  our 
health  care  system  is  not  beyond 
questioning  either.  I  want  to  make  it 
very  clear  that  I  am  not  talking 
about  the  quality  of  care  you  pro- 
vide. There  is  no  doubt  in  my  mind 
that  Americans  receive  the  highest 
quality  of  care  in  the  world',  and  for 
this  you  deserve  a  lot  of  credit. 

But,  from  an  anti-trust  stand- 
point, some  of  the  aspects  of 
our  health  care  system  that  have 
been  put  in  place  by  the  medical 
profession  disturb  me.  I  might  add 
that  they  are  no  better  than  some 
found  in  my  profession  of  the  law. 
The  justification  for  their  existence 
is  that  they  are  necessary  to  main- 
tain minimum  standards  of  care. 
Their  impact,  primarily,  has  been  to 
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restrict  entry  into  the  market  and 
prevent  competition  between  doc- 
tors, thereby  driving  up  the  cost  of 
health  care. 

For  example,  in  Michigan,  Blue 
Cross-Blue  Shield  decided  to  re- 
quire second  opinions  on  major 
surgery.  The  Michigan  Medical  As- 
sociation responded  by  agreeing, 
among  themselves,  not  to  deal  with 
Blue  Cross.  Michigan  doctors  are 
presently  in  court  defending  them- 
selves against  an  anti-trust  suit,  as 
they  should  be.  I  realize  that  the 
question  of  whether  second  opin- 
ions are  cost  effective  is  controver- 
sial. But,  the  reaction  of  doctors  in 
Michigan,  acting  as  a  body,  and 
acting  as  if  the  proposal  was  an  at- 
tack on  the  medical  profession  it- 
self, was  uncalled  for  and,  1  believe, 
self-destructive  for  it  can  only  serve 
to  agitate  people  who  are  inclined  to 
be  sympathetic.  It  should  be  noted 
that  if  doctors  in  Michigan  are  not 
performing  too  many  surgeries  the 
program  will  not  prove  to  be  cost 
effective  and  will  wither  away 
within  a  few  years. 

The  controversy   surrounding 
Peer  Standard  Review  Organiza- 
tions (PSRO)  is  instructive  in  this 
regard.   Doctors  throughout  the 
country  fought  the  establishment  of 
PSROs   as   being,   among  other 
things,  unnecessary.  The  Congress 
went  ahead  and  established  them 
anyway.   Recently,  the  Congres- 
sional Budget  Office  released  a  pre- 
liminary report  saying  that  the  ad- 
ministrative cost  of  having  PSROs 
may  be  greater  than  the  amount  of 
unnecessary  medical  treatment  that 
is  uncovered.   If  the  preliminary 
findings  hold  up,  PSROs  are  likely 
to  be  abolished.  Doctors  will  have 
been  vindicated  and  one  public  sus- 
picion will  have  been  laid  to  rest. 
Another  thing  is  important  here: 
when  Blue  Cross-Blue  Shield  does 
something  of  this  nature,  it  can  re- 
verse itself  easily.  When  Congress 
acts,  bureaucratic  inertia  can  hold 
up  a  decision  to  reverse  itself  for 
some  time. 

The  way  many  doctors  have 
fought  alternative  payment  mecha- 
nisms, such  as  health  maintenance 
organizations,  is  something  which 
can  be  questioned.  It  is  true  that 
many  of  the  HMOs  the  federal  gov- 


ernment has  tried  to  establish  have 
not  proven  financially  viable.  On 
the  other  hand,  the  HMOs  that  have 
been  established  with  private  capi- 
tal, such  as  Kaiser-Permanente  in 
California  and  Hawaii,  have  shown 
to  be  quite  successful. 

Many  doctors  have  fought  the 
establishment  of  this  type  of  pre- 
payment scheme  on  the  grounds 
that  they  do  not  work.  While  the 
federal  attempt  to  establish  a  finan- 
cially profitable  operation  has  not 
had  good  results,  attempts  to  stop 
privately  established  operations  can 
only  be  called  restraint  of  trade. 

Sometimes,  the  debate  over 
health  care  policy  seems  completely 
foreign  to  me.  On  the  one  hand, 
there  are  people  arguing  that  we 
need  to  have  a  federally  controlled 
and  paid-for  health  insurance  sys- 
tem which  will  provide  free  medical 
care  to  all  Americans.  I  am  not 
comfortable  with  this,  since  I  do  not 
believe  that  the  federal  government 
can  run  a  health  care  system  with 
the  necessary  adaptability,  and  it 
certainly  cannot  do  so  at  an  accept- 
able cost. 

On  the  other  hand,  the  position  of 
some  appears  to  be  that  the  health 
care  system  should  be  completely 
controlled  by  the  profession,  free 
from  all  government  involvement, 
except  to  underwrite  cost. 

Those  who  believe  in  a  federally 
controlled  health  care  system  argue 
that  competition  does  not  work. 
What  I  find  ironic  about  this  charge 
is  that  some  in  the  profession  sort  of 
seem  to  agree  with  this  view  since 
they  have  acted  to  discourage  true 
competition.  If  the  policy  issue  be- 
fore the  Congress  continues  to  be 
whether  the  health  care  system 
should  be  controlled  by  the  gov- 
ernment or  by  the  medical  profes- 
sion, one  day  the  government  will 
win.  But,  if  a  system  of  real  compe- 
tition is  established,  one  which 
minimizes  federal  involvement,  I 
believe  we  can  establish  a  system 
that  will  work  so  well  it  can 
withstand  any  attack. 

While  it  may  be  argued  that  com- 
petition will  lead  to  poorer  quality 
medical  care,  I  for  one  do  not  accept 
that.  I  believe  the  profession  is  and 
will  be  so  highly  professional  that  it 
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can,  as  it  has.  police  itself  in  this 
aica. 

There  are  some  necessary  pre- 
conditions for  such  a  system  to 
work.  First,  there  have  to  be  enough 
doctors  and  other  professionals 
around  to  insure  that  the  supply  side 
i  of  the  supply-and-demand  equation 
does  not  dominate  —  in  other 
words,  that  prices  will  not  be  de- 
termined by  suppliers  alone. 

Second,  most  trade  restrictions, 
such  as  advertising  limits,  are  going 
to  have  to  be  removed.  Of  course, 
the  advertisements  cannot  be  al- 
lowed to  make  any  claims  what- 
soever, but  that  is  a  question  of  false 
advertising. 

Third,  there  have  to  be  financial 
incentives  to  control  costs.  Deduct- 
ibles and  co-insurance  payments 
have  to  be  brought  back  on  tra- 
ditional health  insurance  plans,  for 
those  who  can  afford  them.  The 
only  way  we  can,  for  example,  be 
sure  that  people  will  wait  until  the 
next  day  and  go  to  the  doctor's  of- 
fice to  get  treated  for  a  slight  fever 
rather  than  go  to  the  emergency 
rcx)m  is  if  there  is  a  financial  incen- 
tive for  them  to  do  so.  At  present, 
by  and  large,  the  hospital  visit  is  free 
and  the  trip  to  the  doctor  is  not.  This 
is  simply  wrong. 

With  regard  to  insurance,  there 
should  be  a  choice  of  insurance 
plans  available  to  the  consumer  and 
a  variety  of  payment  schemes,  such 
as  HMOs,  should  be  allowed  to 
flourish  if  they  are  financially  via- 
ble. In  this  regard,  it  is  important  to 
realize  that  all  the  consumers  do  not 
have  to  be  educated  and  act  in  their 
own  financial  interest  all  the  time  in 
order  to  police  the  market  place.  I 
read  a  study  not  too  long  ago,  and  I 
wish  I  remembered  where  1  saw  it, 
that  suggested  that  if  30  percent  of 
the  consumers  in  a  given  market  act 
rationally  that  that  is  enough  to 
police  the  market  place. 

Insurance  practices  can  help  in 
another  area  by  designing  policies  in 
such  a  way  as  to  encourage  people 
to  practice  preventive  medicine  and 
to  live  healthier  lifestyles.  A  person 
who  makes  his  annual  visit  to  the 
doctor  should  not  have  to  subsidize 
the  health  care  of  someone  who  will 
not  visit  the  doctor. 

Insurance  companies  are  going  to 


have  to  start  to  challenge  excessive 
claims,  rather  than  paying  them  and 
adding  to  the  following  year's  pre- 
miums. Hospitals  will  have  to  help 
in  this  area  by  charging  prices  that 
more  accurately  reflect  the  cost  of 
the  specific  services,  rather  than 
using  some  services  to  subsidize 
others. 

Fourth,  the  government  is  going 
to  have  to  help  this  process  along  by 
encouraging  the  development  of  a 
more  educated  consumer.  In  short, 
we  need  more  health  education  for 
consumers  so  they  will  become 
more  capable  of  making  rational, 
cost-effective  decisions. 

This  is  not  a  detailed  description 
of  what  I  feel  should  be  done  in  this 
area,  but  I  think  I  have  made  clear 
the  direction  in  which  I  believe  we 
should  go.  But,  little  progress  along 
these  lines  will  be  made  without  the 
cooperation  of  the  medical  profes- 
sion. It  will  be  difficult  enough  to 
move  the  health  care  system  in  this 
direction  over  the  opposition  of 
those  who  claim  competition  cannot 
work  and  the  government  must  run 
matters.  If  the  professionals,  such 
as  you,  are  opposed  to  this  type  of 
change,  I  guarantee  nothing  along 
these  lines  will  take  place. 

This  brings  me  to  the  most  press- 
ing health  care  question  before  the 
Congress  today  —  hospital  cost 
containment.  I  am  for  containing 
hospital  costs;  I  assume  everyone 
is. 

But.  I  have  a  number  of  concerns 
about  the  hospital  cost  containment 
legislation  being  pushed  by  the  ad- 
ministration —  legislation  that  is. 
according  to  the  administration,  a 
temporary,  stop-gap  measure. 

The  administration's  rationale  for 
the  bill  runs  as  follows:  Hospital 
costs  are  rising  at  an  excessive  rate, 
thereby  adding  to  the  inflation  rate 
and  preventing  needed  changes  in 
the  federal  health  care  programs. 

To  control  this,  they  would  es- 
tablish revenue  ceilings  for  hospi- 
tals, taking  into  account  the  size  of 
the  hospital,  the  type  of  care  it  pro- 
vides, and  other  factors.  Hospitals 
will  live  within  these  controls  by 
cutting  the  waste  in  hospital  opera- 
tions. 

This  is  about  as  simple  a  descrip- 
tion of  the  bill  as  one  can  make,  one 


which  does  not  take  into  account 
the  many  complexities,  the  ex- 
emptions, and  so  forth. 

I  have  a  number  of  concerns  with 
the  administration  bill,  concerns 
which  leave  me  unsympathetic  to  it. 
First.  I  am  disturbed  by  the  idea  of 
putting  in  place  another  bureau- 
cracy for  the  purpose  of  regulating  a 
whole  sector  of  the  economy,  espe- 
cially when  it  is  merely  to  enforce  a 
temporary,  stop-gap  solution.  This 
is  especially  true  when  one  consid- 
ers that  estimates  of  the  impact  of 
this  bill  on  inflation  are  that  it  would 
be  from  0.1  to  0.3  percent  less  five 
years  from  now.  That  is  not  very 
much  over  a  five-year  span. 

Second,  if  this  were  an  amend- 
ment to  an  appropriations  bill,  it 
would  be  the  equivalent  of  an 
across-the-board  reduction.  I  have 
never  liked  across-the-board  re- 
ductions because,  almost  inevita- 
bly, the  bureaucrats  cut  services 
before  cutting  administration.  The 
idea  that  services  will  be  saved  and 
bureaucracy  cut  is  nice  in  theory, 
but  it  seldom  happens. 

Third,  this  bill  relies  on  a  regula- 
tory solution  and,  as  I  explained 
earlier,  I  believe  a  greater  reliance 
on  the  marketplace  is  more  appro- 
priate. In  this  regard,  it  seems  to  me 
that  setting  a  hospital's  revenue 
ceiling  by  adding  a  percentage  to  its 
previous  revenues  penalizes  the  ef- 
ficient and  rewards  the  wasteful, 
something  I  feel  defies  logic. 

Fourth.  I  am  concerned  that  by 
controlling  hospital  revenues,  we 
are  putting  hospitals  in  a  position  of 
rationing  health  care.  If  services 
must  be  cut  for  a  hospital  to  stay 
u  ithin  its  ceiling,  someone  will  have 
to  decide  what  services  should  be 
cut.  In  many  parts  of  the  country, 
the  largest  problem  is  still  the  lack  of 
services,  not  the  excess  of  services. 
I  am  certain  the  public  does  not 
want  reductions  in  services,  and  I 
do  not  believe  we  want  to  put  hos- 
pitals in  the  position  of  rationing 
health  care  without  widespread 
public  debate. 

Fifth,  there  are  too  many  ex- 
emptions in  the  proposed  bill.  It 
seems  that  every  group  in  a  position 
to  defeat  the  bill  has  been  ex- 
empted, including  non-supervisory 
workers,  children's  hospitals,  hos- 
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pitals  with  fewer  than  4,000  beds, 
veterans'  facilities  and  so  forth. 

Finally.  I  am  greatly  concerned 
about  the  impact  of  the  bill  on  North 
Carolina.  Daily  hospital  charges  in 
North  Carolina  are  lower  than  those 
in  43  states,  $37  per  day  lower  than 
the  national  average.  In  spite  of  this 
excellent  record,  the  rate  of  in- 
crease last  year  was  lower  than  the 
national  average.  Occupancy  rates 
in  our  state  are  ninth  in  the  nation, 
78.2  percent.  In  short,  our  hospitals 
are  more  efficient.  It  would  seem 
that  the  impact  of  a  bill  that 
penalizes  the  efficient  and  may  lead 
to  a  cut  in  services  would  be  disas- 
trous for  a  state  like  North  Carolina. 

On  the  other  hand,  the  record  of 
hospitals  in  some  states  has  been 
unbelievably  bad,  and  in  those 


places,  reforms  are  clearly  neces- 
sary. And  frankly,  there  was  no 
movement  toward  making  the  nec- 
essary reforms  and  improvements 
in  hospital  operations  until  the  ad- 
ministration came  along  with  its  bill. 
I  believe  that  the  threat  of  legisla- 
tion has  worked  wonders.  It  clearly 
has  led  to  reforms  that  otherwise 
would  not  have  taken  place,  but  I 
also  believe  that  the  threat  has 
worked  better  than  the  bill  itself 
would.  I  would  hate  to  see  the  bill 
brought  to  the  Senate  floor  and  de- 
feated because  the  progress  that 
hospitals  have  made  in  the  last  year, 
with  your  help,  might  stop  and  even 
be  reversed.  After  all.  we  do  not 
have  financial  incentives  in  place 
that  might  help  to  control  costs.  In 
other  words,  I  do  not  like  the  bill. 


Yet  defeating  the  bill  would  also  be 
misinterpreted  by  the  public. 

My  feeling  is,  and  I  have  com- 
municated this  to  the  administra- 
tion, that  the  best  solution  would  be 
to  leave  the  bill  right  where  it  is 
now,  in  limbo.  I  have  also  suggested 
to  the  administration  that,  rather 
than  pushing  for  passage  of  the  bill 
at  present,  it  might  be  better  if  they 
turned  their  attentions  to  the  long- 
range  improvements  necessary  for 
our  health  care  system. 

If  the  administration  does  this, 
hopefully  they  will  look  at  restoring 
free  enterprise  principles  to  our 
health  care  system.  And,  if  they 
produce  a  good  bill,  I  will  help  them 
get  it  enacted,  and  we  will  have  a 
health  care  system  that  is  better 
than  what  is  already  the  best  system 
in  the  world. 


That  temperamental  dignotions,  and  conjecture  of  prevalent  humours,  may  be  collected  from  spots  in 
our  nails,  we  are  not  averse  to  concede.  But  yet  not  ready  to  admit  sundry  divinations,  vulgarly  raised 
upon  them.  Nor  do  we  observe  it  verified  in  others,  what  Cardan  discovered  as  a  property  in  himself:  to 
have  found  therein  some  signs  of  most  events  that  ever  happened  unto  him.  Or  thai  there  is  much 
considerable  in  that  doctrine  of  Cheiromancy,  that  spots  in  the  top  of  the  nails  do  signifie  things  past;  in 
the  middle,  things  present;  and  at  the  bottom,  events  to  come.  That  white  specks  presage  our  felicity, 
blew  ones  our  misfortunes.  That  those  in  the  nail  of  the  thumb  have  significations  of  honour,  those  in  the 
forefinger,  of  riches,  and  so  respectively  in  others  fingers,  (according  to  Planetical  relations,  from 
whence  they  receive  their  names)  as  Tricassus  hath  taken  up,  and  Rcciolus  well  rejecteth. 

We  shall  not  proceed  to  querie,  what  truth  there  is  in  Palmistry,  or  divination  from  those  lines  in  our 
hands,  of  high  denomination.  Although  if  any  thing  be  therein,  it  seems  not  confinable  unto  man,  but 
other  creatures  are  also  considerable;  as  is  the  fore-foot  of  the  Moll,  and  especially  of  the  Monkey; 
wherein  we  have  observed  the  table  line,  that  of  life,  and  of  the  liver.  —  Sir  Thomas  Browne, 
Pseudodoxia  Epidemica. 
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Twice  Daily  Treatment  with  Cephradine 
of  Infections  in  Children 


Henry  W.  Johnson,  M.D. 


ABSTRACT  The  cephalosporin 
cephradine  was  given  orally  either 
twice  or  four  times  daily  to  treat  254 
children  for  bacterial  infection;  100 
mg/kg/day  was  administered  for 
otitis  media  and  50  mg/kg/day  for 
tonsillopharyngitis.  pneumonia,  uri- 
nary tract  infection,  and  skin  and 
soft  tissue  infection.  Identical  clinical 
improvement  and  microbiologic  re- 
sponse was  found  with  both  regi- 
mens. The  incidence  of  adverse 
reactions,  mostly  involving  the  gas- 
trointestinal tract,  was  4.09^  in  the 
twice  daily  group  and  2.3*"?^  in  the 
four  times  daily  group.  The  former 
schedule  should  help  improve  pedi- 
atric patient  compliance. 

INTRODUCTION 

CLINICAL  studies  in  adults  have 
demonstrated  that  twice  daily 
(b.i.d.)  and  four  times  daily  (q.i.d.) 
oral  administration  of  cephradine 
are  equivalent  in  the  treatment  of 
pneumonia,  urinary  tract  infec- 
tions, and  skin  and  soft  tissue  infec- 
tions.'"^ Because  of  the  limited  in- 
formation on  the  use  of  cephradine 
in  pediatric  patients,  a  muiticenter 
clinical  trial  involving  over  250  pa- 
tients was  conducted  to  evaluate  the 
efficacy  of  this  antibiotic  adminis- 
tered twice  daily  as  compared  with 
the  more  conventional  four-times- 
a-day  schedule. 


Pcdiatnc  A^sociate^ 
^V^  Maplewood  Avenue 
Winston-Salem.  NC.  2710.' 


PATIENT  MATERIAL  AND 
METHODS 

Two  hundred  fifty-four  children, 
ranging  in  age  from  one  month  to  16 
years,  with  mild  to  moderately  se- 
vere infections  of  the  urinary  tract, 
respiratory  tract,  and  skin  and  soft 
tissues,  caused  by  microorganisms 
susceptible  to  cephalosporins,  were 
enrolled  in  this  study  after  obtaining 
informed  consent  from  their  parents 
or  legally  constituted  representa- 
tives. Patients  with  a  definite  his- 
toid of  sensitivity  to  penicillin  and 
those  with  infections  of  the  gas- 
trointestinal tract,  which  may  im- 
pair drug  absoiption,  were  not  con- 
sidered for  enrollment. 

The  children  were  randomly  as- 
signed to  either  a  b.i.d.  or  q.i.d. 
treatment  regimen  with  cephradine 
oral  suspension  (500  mg/5  ml).*  A 
complete  medical  history  was  ob- 
tained and  a  physical  examination 
was  performed  before  starting 
treatment.  In  patients  with  clinical 
symptoms  of  pneumonia,  roentgen- 
ograms of  the  chest  were  taken  be- 
fore and  after  therapy.  Cultures 
were  prepared  within  48  hours  be- 
fore starting  medication:  specimens 
from  the  middle  ear  were  obtained 
by  tympanocentesis  with  a  Sentura 
aspirator.  The  organisms  isolated 
were  tested  for  susceptibility  to 
cephalosporins  according  to  the 
Kirby-Bauer  method.''   Staphylo- 


"Velosef*  Oral  Suspension.  E.  R    Squibb  &  Sons.  Prince- 
ton. N.J. 


cocci  were  identified  as  to  species 
and  tested  for  coagulase  produc- 
tion. Urine  specimens  with  bacte- 
rial counts  of  1  X  10-^  organisms/ml 
or  greater  were  considered  diag- 
nostic evidence  of  urinary  tract  in- 
fection. Cultures  and  sensitivity 
testing  were  repeated  approxi- 
mately 48  hours  after  starting  treat- 
ment, and  additional  cultures  were 
obtained  throughout  therapy,  usu- 
ally at  weekly  intervals,  and  again  at 
48  to  72  hours  after  discontinuing 
treatment.  No  pathogen  was  iso- 
lated from  18  of  the  254  patients  ad- 
mitted to  the  study.  Twelve  of  these 
18  patients  had  lobar  pneumonia  or 
bronchopneumonia,  the  diagnosis 
being  established  on  the  basis  of 
clinical  and  radiologic  findings.  The 
clinical  diagnosis  in  the  remain- 
ing six  patients  was  tonsillo- 
pharyngitis, but  since  the  bacterial 
etiology  had  not  been  determined, 
these  patients  were  not  included  in 
the  evaluation  of  therapeutic  re- 
sponse. Also  excluded  from  the 
evaluation  were  three  patients  lost 
to  follow-up  and  two  who  discon- 
tinued therapy  because  of  adverse 
reactions.  Thus  the  therapeutic  re- 
sults reported  here  are  confined  to 
243  patients:  120  treated  b.i.d.  and 
123  treated  q.i.d.  The  two  treatment 
groups,  with  respect  to  sex.  age  and 
diagnosis,  are  compared  in  Table  1. 
Patients  with  tonsillopharyngitis, 
pneumonias,  urinary  tract  infec- 
tions, and  skin  and  soft  tissue  infec- 
tions received  cephradine  oral  sus- 
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TABLE  I 
Sex,  Age,  and  Diagnosis  of  Patients  Evaluated  for  Therapeutic  Response 


Treatment  Regimen 


q.i.d. 


Sex 
Male 
Female 

TOTAL 
Age  in  years 
Range 
Mean 
Diagnosis 
Respiratory  Tract  Infection 

Tonsiilopharyngitis 

Lobar  Pneumonia 

Bronchopneumonia 
Otitis  Media 

Skin  and  Soft  Tissue  Infection 
Urinary  Tract  Infection 

Cystitis 

Acute  Pyelonephritis 


66 

71 

54 

52 

120 

123 

0,5-14.0 

0,1-160 

4.9 

5.7 

42 

44 

7 

9 

7 

11 

41 

36 

19 

19 

3 

2 

1 

2 

pension  at  a  dosage  of  50  mg/kg/day ; 
those  with  otitis  media  received  100 
mg/kg/day.  The  total  daily  dose  did 
not  exceed  4  grams  with  either 
treatment  regimen.  The  mean  total 
drug  dose  and  mean  duration  of 
treatment  for  each  patient  group  are 
shown  in  Table  11. 

Each  patient  was  examined  fre- 
quently during  the  study  to  deter- 
mine the  time  when  clinical  im- 
provement first  became  apparent 
and  when  signs  and  symptoms  of 
infection  had  disappeared.  Based 
on  these  observations,  the  initial 
severity  of  the  disease  and  the  serial 
bacteriologic  findings,  the  overall 
response  to  therapy  was  rated  as 
excellent,  good,  fair  or  poor.  The 
specific  guidelines  vor  assessment  of 
response  are  presented  in  Table  III. 

RESULTS 

Bacteriologic  Response 

As  indicated  in  Table  IV,  the  site 
and  bacterial  etiology  of  the  infec- 
tions were  similar  for  the  two  treat- 
ment groups.  Negative  cultures 
were  reported  within  foui"  days  in 
65%  of  the  patients,  including  60 
(26%)  patients  with  otitis  media 
(14%  treated  b.i.d.  and  12%  treated 
q.i.d.)  in  whom  cultures  remained 
negative  during  therapy  and  at  the 
follow-up  examination  performed  2 
to  14  days  after  treatment.  At  six 
days  cultures  were  negative  for  80% 
of  the  patients  treated  with  the  b.i.d. 
regimen  and  for  82%  of  those 
treated  with  the  q.i.d.   regimen. 


After  seven  or  more  days  the  cul- 
tures became  negative  in  an  addi- 
tional 29  patients,  16  (14%)  in  the 
b.i.d.  treatment  group  and  13  (11%) 
in  the  q.i.d.  group.  In  half  of  these 
patients  the  time  required  for  eradi- 
cation of  the  pathogen  was  between 
seven  and  nine  days,  but  precise 
data  are  not  available  for  the  re- 


mainder because  follow-up  cultures 
were  delayed  or  scheduled  at  ir- 
regular intervals.  The  organisms  in- 
volved in  these  29  patients  were 
Escherichia  coli  (urinary  tract  in- 
fection). Staphylococcus  aureus 
(skin  infection),  beta-hemolytic 
streptococci  (tonsiilopharyngitis), 
and  Streptococcus  pneumoniae 
(pneumonias).  S.  pneumoniae  also 
was  identified  as  the  pathogen  in 
one  patient  with  otitis  media; 
follow-up  cultures  for  this  patient 
were  negative  on  the  seventh  day  of 
treatment  (b.i.d.)  and  at  two  and 
nine  days  after  treatment. 

In  four  patients,  cultures  re- 
mained positive  and  the  clinical 
picture  did  not  improve  after  treat- 
ment for  four  to  eight  days.  Two  of 
these  poor  responses,  one  in  each 
treatment  group,  were  associated 
with  otitis  media,  which  was  caused 
by  Haemophilus  influenzae  in  one 
patient  and  by  5.  pneumoniae  in  the 
other.  A  lack  of  response  also  was 
noted  in  one  patient  with  a  skin  in- 
fection (furunculosis)  due  to  .S'.  au- 
reus and  in  one  patient  with  bron- 


TABLE  II 
Mean  Total  Drug  Dose  and  Duration  of  Therapy 


Treatment  Group 

Diagnosis 

b.i.d. 

q.i.d. 

Mean  Totai 
Dose  (g) 

Mean  Duration 
of  Ttierapy  (days) 

Mean  Total 
Dose  (g) 

Mean  Duration 
of  Ttierapy  (days) 

Respiratory  Tract 
Intection 
Otitis  Media 
SW\n  and  Soft 

Tissue  Intection 
Urinary  Tract 

intection 

11.7 
17.4 

10.0 

20.3 

9.4 
12.5 

9,6 

145 

13.7 
14.4 

11,7 

22,7 

9,6 
115 

9,6 

13,6 

TABLE  III 
Guidelines  for  Assessment  of  Overall  Response 


Time  for  Improvement  (days) 

Evaluation 

Severity  of  Infection 

Initial 

Maximum 

<3 

4  to  5 

Excellent 

Moderate 

3 

6  to  7 

Good 

3 

8  to  10 

Fair 

No  improvement 

No  Improvement 

Poor 

<3 

6  to  7 

Exceilent 

Severe 

3 

8  to  10 

Good 

3 

>10 

Fair 

No  Improvement 

No  Improvement 

Poor 
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TABLE  IV 
Infections  Treated  and  Bacterial  Etiology 


Infecting 
Organism 

Infection 

i  Treated  and  Dosage  Regl 

lien 

Respiratory 

Tract 

Infection 

Otitis 
Media 

Skin  and 

Soft  Tissue 

infection 

Urinary 

Tract 

infection 

Totals 

bid*               q.l.d." 

b.l.d. 

q.l.d. 

b.i.d.                  q 

.l.d. 

b.l.d 

q 

l.d. 

b.l.d. 

q.l.d. 

Staphylococcus  aureus 
Streptococcus  pneumoniae 
/^-hemolytic  streptococcus 
Eschenctiia  coli 
Haemophilus  influenzae 
Klebsiella  sp. 

1                         1 
7                      16 
41                       43 
0                        0 
0                      0 
0                        0 

2 
28 

0 

0 
11 

0 

1 
25 
4 
0 
6 
0 

16 
0 
3 
0 
0 
0 

16 
0 
3 
0 
0 
0 

0 
0 
0 
4 
0 
0 

0 
0 
0 
3 
0 
1 

19 
35 
44 

4 
11 

0 

18 
40 
50 
3 
6 
1 

All  Organisms 

49                      59 

41 

36 

19 

19 

4 

4 

113 

lis 

•No  organism  was  isolated 
"No  organism  was  isolated 

in  4  patients  with  lobar  pneumonia  and  in  3  patients 
n  5  patients  witti  bronchopneumonia 

with  bronchopneumonia. 

chopneumonia  due  to  .S'. 
pneumoniae:  both  patients  were 
treated  under  the  b.i.d.  regimen. 

The  only  incidents  of  bacteri- 
ologic  relapse  were  among  the 
patients  treated  for  tonsillopharyn- 
gitis;  a  beta-hemoiytic  streptococ- 
:  cal  infection  reoccurred  in  .^  (79f)  of 
42  patients  given  cephiadine  b.i.d. 
and  in  6  ( 14%)  of  44  patients  given 
the  antibiotic  q.i.d. 

Orercill  Evaluation 

The  overall  responses  for  the 
various  infections  treated  are  pre- 
sented in  Table  V.  Satisfactory  (e.x- 
celient  and  good)  responses  were 
obtained  with  the  b.i.d.  and  q.i.d. 
treatment  regimens  in  959?  and  96% 
of  the  patients,  respectively. 

Adverse  Effects 

All  the  254  patients  enrolled  in  the 
study  were  observed  for  evidence  of 


untoward  drug  reactions.  Both 
therapeutic  regimens  of  cephradine 
were  well  tolerated.  Five  (4.0%) 
patients  treated  twice-daily  re- 
ported adverse  reactions  —  vomit- 
ing in  one  patient  and  diarrhea  in 
four,  including  a  one-year-old  infant 
who  required  termination  of  ther- 
apy after  three  days.  Adverse  ef- 
fects occurred  in  three  (2.3%)  pa- 
tients in  the  q.i.d.  treatment  group; 
one  had  nausea,  another  urticaria, 
and  the  third,  a  pruritic  rash.  The 
latter  reaction  was  a  generalized 
maculopapular  eruption  of  uncer- 
tain etiology  that  occurred  on  the 
10th  (final)  day  of  treatment  but 
cleared  within  36  hours.  The  child 
with  uiticaria  had  to  stop  tieatment 
after  three  days. 

DISCUSSION 

Administration  of  cephradine 
oral  suspension  on  a  b.i.d.  schedule 


was  as  effective  as  the  usual  q.i.d. 
legimen  for  the  treatment  of  bacte- 
rial infections  in  children.  The  inci- 
dence of  adverse  effects  was  com- 
parable to  that  reported  for  orally 
administered  cephradine  in  other 
pediatric  studies."  ** 

Since  it  has  been  shown  that  the 
number  of  patients  failing  to  take 
their  prescribed  doses  becomes 
greater  with  increased  frequency  of 
administration,"  a  b.i.d.  dosage 
i^egimen  should  effectively  improve 
patient  compliance.  Noncompli- 
ance is  a  particular  problem  among 
pediatric  patients  because  it  is  dif- 
ficult for  young  children  with 
working  mothers  and  siblings  in 
school  to  follow  the  piescribed 
regimen:  consequently  they  often 
receive  less  than  the  recommended 
daily  dosage.'" 

Because  of  the  concern  that  in- 
adequately treated   streptococcal 


TABLE  V 
Overall  Evaluation  of  Response 


Response 


Diagnosis 


b.l.d. 

q.l.d. 

b.l.d. 

q.l.d. 

b.l.d. 

q.l.d. 

b.l.d. 

q.i.d. 

b.l.d. 

q.l.d. 

Respiratory 

Tract 

Infection 

47 

4B 

6 

13 

1 

1 

2 

2 

56 

64 

Otitis  Media 

34 

30 

5 

4 

1 

0 

1 

2 

41 

36 

Skin  and  Soft 

Tissue  Infection 

10 

10 

8 

9 

0 

0 

1 

0 

19 

19 

Urinary  Tract 

Infection 

1 

4 

3 

0 

0 

0 

0 

0 

4 

4 

Totals 

92 

92 

22 

26 

2 

1 

4 

4 

120 

123 

!  M.^RCH    1980. 
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disease  may  have  disastrous  se- 
quelae, it  is  noteworthy  that  the  re- 
lapse rates  observed  after  cephra- 
dine  treatment  in  children  with 
hemolytic  streptococcal  pharyngitis 
were  similar  to  those  reported  for 
other  orally  administered  antibiot- 
ics."-'■' 
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It  is  the  heaviest  stone  that  melancholy  can  throw  at  a  man,  to  tell  him  he  is  at  the  end  of  his  nature;  or 
that  there  is  no  further  state  to  come,  unto  which  this  seemes  progressionall,  and  otherwise  made  in 
vaine;Without  this  accomplishment  the  naturall  expectation  and  desire  of  such  a  state,  were  but  a  fallacy 
in  nature;  unsatisfied  Considerators  would  quarrel!  the  justice  of  their  constitutions,  and  rest  content 
that  Adam  had  fallen  lower,  whereby  by  knowing  no  other  Original!,  and  deeper  ignorance  of  them- 
selves, they  might  have  enjoyed  the  happinesse  of  inferiour  Creatures;  who  in  tranquility  possesse  their 
Constitutions,  as  having  not  the  apprehension  to  deplore  their  own  natures.  And  being  framed  below  the 
circumference  of  these  hopes,  or  cognition  of  better  being,  the  wisedom  of  God  hath  necessitated  their 
Contentment:  But  the  superiour  ingredient  and  obscured  part  of  our  selves,  whereto  all  present  felicities 
alTord  no  resting  contentment,  will  be  able  at  last  to  tell  us  we  are  more  than  our  present  selves;  and 
evacuate  such  hopes  in  the  fruition  of  their  own  accomplishments.  —  Sir  Thomas  Browne,  Urne-Buriull. 
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Natural  Death  in  Medical  Practice 


Allen  R.  Dyer,  M.D.,  and  William  B.  Bunn,  M.D.,  J.D. 


ABSTRACT  Definitions  of  death 
persist  from  antiquity,  but  the  mod- 
ern era  has  been  forced  to  clarify  the 
time  and  cause  of  death  by  cardio- 
respiratory or  brain  death  criteria. 
Twenty-one  states  including  North 
Carolina  have  enacted  legislation 
recognizing  "brain  death"  and/or 
the  right  to  a  "natural  death."  The 
North  Carolina  statute  sanctions 
brain  death,  the  irreversible  cessa- 
tion of  total  brain  function,  and  the 
right  to  a  natural  death,  meaning 
that  respirators  may  be  turned  off 
under  specified  circumstances  and 
that  the  death  which  follows  is 
"natural,"  not  "caused."  The 
North  Carolina  statute  is  reviewed  in 
detail,  its  historical  background  ex- 
amined and  its  ethical  aspects  con- 
sidered. 

WE  can  all  recall  when  death  was 
not  a  problematic  issue  in  med- 
ical practice.  It  now  is.  Death  has 
always  been  significant,  even  poig- 
nant, and  has  been  accepted  with  a 
certain  resignation,  with  little  ques- 
tion as  to  the  determination  of  the 
time  of  its  occurrence.  In  the  past  it 
would  have  been  unthinkable  to  talk 
of  "detming""  a  "natural""  death.  At 
a  certain  moment  a  person's  life  in- 
evitably ceased;  death  had  come. 
That  was  it. 

This  view  has  changed  within  the 
memory  of  the  youngest  physicians. 
Now  there  is  considerable  medical. 
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legal  and  social  controversy  as  to 
what  death  is  and  when  it  occurs. 
The  image  of  a  "natural  death""  oc- 
cupies a  place  in  contemporary 
culture  much  like  that  of  a  Norman 
Rockwell  painting:  it  is  very  much 
with  us,  very  highly  valued,  and  has 
a  touch  of  nostalgia,  harking  back  to 
a  time  which  seemed  better  in  many 
ways  —  simpler  at  least. 

The  reasons  for  this  rapid  change 
are  both  obvious  and  complex. 
Ceitainly  medical  technology  has 
advanced  prodigiously  in  recent 
years,  but  there  are  also  complex 
social  and  cultural  attitudes  which 
influence  our  outlook  on  death  and 
dying.  Many  conflicts  have  arisen 
about  when  a  respirator  can  be 
turned  off.  when  an  organ  may  be 
transplanted,  what  is  the  exact  time 
of  death  for  such  testamentary  pur- 
poses as  inheritance.  Attempts  at 
legislative  resolution  are  under- 
standable. North  Carolina  and  20 
other  states  have  passed  statutes 
dealing  with  such  issues  as  "the 
right  to  die.""  "natural  death""  and 
"brain  death"  —  issues  which  in 
effect  constitute  statutory  defini- 
tions of  death.  Because  of  their  im- 
pact on  medical  practice,  a  review 
of  these  issues  is  in  order. 

HISTORICAL  BACKGROUND 

Definitions  of  death  are  not  new. 
The  age-old  definition  of  death  is 
lack  of  spontaneous  respiration. 
Both  the  Talmud  and  the  verses  of 
Genesis  refer  to  breath  as  the  ulti- 
mate gift  of  life. '  In  ancient  times,  a 
feather  held  before  the  nostrils  indi- 
cated whether  a  person  was 
breathing,  and  Shakespeare  offered 


the  criterion  of  moist  breath  ob- 
scuring an  image  in  a  mirror.  When 
in  the  1 7th  Century  the  function  of 
circulation  was  revealed,  cessation 
of  heartbeat  had  to  be  incorporated 
into  the  definition. 

The  circulatory/respiratory  defi- 
nition went  unchallenged  by  legal 
and  medical  precedence  through  the 
middle  of  the  20th  Century.  Black's 
Law  Dictionary  defines  death  as 
"the  cessation  of  life:  the  ceasing  to 
exist:  defined  by  physicians  as  a 
total  stoppage  of  the  circulation  of 
the  blood,  and  a  cessation  of  the 
animal  and  vital  functions  con- 
sequent thereon,  such  as  respira- 
tion, pulsation,  etc.,""-  while  Stecl- 
num's  Medical  Dictionary  states, 
"In  higher  organisms  death  is  a  ces- 
sation of  integrated  tissue  and  organ 
functions."' ' 

Before  I960  there  was  little  litiga- 
tion concerning  the  point  of  death. 
In  a  representative  case,  an  auto- 
mobile accident  resulted  in  the 
death  of  a  husband  and  wife;  the 
wife  was  subsequently  artifically 
maintained  for  17  days.  It  was  ruled 
that  even  though  her  condition  was 
irreversible,  her  time  of  death  was 
at  the  moment  of  respiratory  and 
circulatory  discontinuation.^ 

In  the  late  1950s  and  early  1960s 
the  widespread  availability  of  tech- 
nology capable  of  artificially  sus- 
taining circulation  and  respiration 
caused  renewed  questioning  of  tra- 
ditional medical  bases  for  estab- 
lishing time  of  death.  Pathologists, 
neurologists  and  anesthesiologists 
all  publicly  encouraged  the  recog- 
nition of  new  criteria  to  prevent 
needless  suffering  and  expense  by 
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allowing  earlier  discontinuation  of 
life  support.  Even  Pope  Pius  XII,  in 
response  to  a  petition  by  anes- 
thesiologists, suggested  that  the  de- 
cision to  discontinue  artificial  sup- 
port lay  outside  the  consideration  of 
the  ethical  and  moral  principles  of 
the  church  and  should  be  decided  on 
medical  exigencies.'' 

Further  research  in  electro- 
encephalographic  (EEG)  diagnosis 
and  in  irreversible  dysfunction  of 
unperfused  organs  supported  the 
concept  of  neurological  death,  and 
the  development  of  successful 
technology  for  cadaveric  renal  and 
cardiac  transplantation  in  the  mid- 
'60s  provided  an  impetus  for  legal 
change.  The  frequency  and  public- 
ity of  these  procedures  brought 
forth  pleas  for  more  careful  consid- 
eration of  the  definition  of  death. 
Physicians  sought  a  reliable  method 
which  would  allow  early  transplan- 
tation for  increased  success  while 
legal  and  ethical  leaders  stressed 
that  donors  be  declared  dead  before 
transplantation  and  that  consent  be 
obtained  for  the  use  of  their  organs.'' 

In  response  to  the  medical  need 
for  organs,  most  states  quickly 
passed  the  Uniform  Anatomical 
Gift  Act  which  allowed  organ  use 
with  the  patient's  informed  consent, 
or  iifter  death  by  the  consent  of  the 
next  of  kin.  It  did  not  specify  proce- 
dures for  the  determination  of 
death,  however.  In  1968  the  Medi- 
cal World  Assembly  decided  that 


Figure  1 
Harvard  Definition  of  Brain  Death' 

Purpose:  (1)  Relief  of  patient,  kin  and  medical  re- 
sources from  ttie  burdens  of  indefinitely 
prolonged  coma 

{2)  Removal  of  controversy  in  obtainmg 
organs  for  transplantation 

Criteria;  (1)  Unreceptivity  and  irresponsibility  to 
externally  applied  stimuli  and  mner  need 

(2)  No  spontaneous  muscular  move- 
ments or  spontaneous  respiration  for  one 
fiour 

(3)  No  elicitable  reflexes — including 
fixed  and  dilated  pupils,  unresponsive  to 
ligfit 

(4)  Flat  electroencepfialogram  (EEG)  for 
24  flours 

All  tests  should  be  repeated  in  24  flours  and  two 
other  conditions  must  be  excluded 

(1)  Hypothermia — temperature  below 
9Cr  F 

(2)  Central  nervous  system  depressants 
such  as  barbiturates 


death  should  be  declared  by  two 
doctors  independent  of  the  trans- 
plant team  and  that  a  declaration  of 
neurological  death  would  be  as  ac- 
ceptable as  one  based  on  traditional 
criteria." 

It  was  recognized  that  these  gen- 
eral standards  needed  specification, 
especially  in  determining  accept- 
able neurological  criteria  for  death. 
in  the  United  States  the  first  report 
on  the  subject  was  published  in  Au- 
gust 1968  by  the  Ad  Hoc  Committee 
of  the  Harvard  Medical  School  to 
Examine  the  Definition  of  Brain 
Death'  (Figure  I).  The  report  noted 
that  the  first  three  criteria  should  be 
acceptable  when  electroencepha- 
lography was  not  available.  How- 
ever, other  clinical  signs  of  brain 
dysfunction,  e.g.,  blood  pooling  in 
retinal  vessels,  should  be  used  as 
supporting  evidence. 

Thus  there  emerged  parallel 
methods  of  determining  death,  one 
focusing  on  neurological,  the  other 
on  circulatory  and  respiratory  con- 
siderations. Although  physiologi- 
cally related  —  ci  person  is  dead 
only  if  circulation  and  respiration 
have  stopped  lonii  enoiii^h  for  the 
brain  to  he  dead  —  these  two  de- 
teiminations  are  often  held  to  be 
either/or  alternatives.  Furthermore 
the  availability  of  artifical  respira- 
tors ("extraordinary  means")  to 
greatly  prolong  the  interval  between 
the  "natural"  stopping  of  the  heart 
and  the  death  of  brain  tissue  has  led 
to  a  host  of  difficult  questions  —  not 
only  "What  is  death?"  and  "When 
does  it  occur?"  but,  even  more 
troublesome,  "What  is  the  cause  of 
death?"  "Pulling  the  plug"  seems 
tantamount  to  causing  death  even 
though  we  know  that  it  is  not  the 
cause  of  death,  but  a  recognition  of 
death. 

The  1970s  brought  increasing 
demands  for  uniform  standards.  It 
was  not  enough  that  hospitals  ac- 
cepted brain  death.  Physicians 
wanted  to  know  if  they  could  be 
held  liable.  Given  an  increasingly 
litigious  social  climate,  the  indict- 
ment for  murder  of  Dr.  Joseph 
Edelin  in  1974  for  performing  an 
abortion,  and  the  uncertainty  en- 
gendered by  the  Karen  Quinlan 
situation,  many  physicians  became 
cautious,   reverting  to  circulatory/ 


respiratory  standards  of  death,  even 
in  respirator  cases.  Many  observers 
felt  that  a  uniform  definition  of 
death  would  relieve  the  physician  of 
the  biuden  of  proving  innocence 
where  transplantation  of  organs  oc- 
cuned  in  questionable  surroundings 
and  would  sanction  use  of  "brain 
death"  criteria  in  less  complicated 
circumstances. 

The  first  state  to  consider  the 
problem  was  Kansas  in  1970,  which 
had  also  been  the  first  state  to  pass 
the  Uniform  Anatomical  Gift  Act  in 
1967.  This  bill  was  a  reaction  to 
United  Trust  v.  Dyke."  in  which  a 
Kansas  court  accepted  a  16th  Cen- 
tury definition  of  death,  "a  cessa- 
tion of  all  vital  functions,"  which 
gave  no  legal  sanction  to  neiuologi- 
cal  determinations  of  death.  The 
Kansas  statute  defined  death  as 
either:  (I)  the  cessation  of  respira- 
tion and  circulation,  or  (2)  brain 
death  with  the  declaration  of  death 
to  precede  removal  of  artificial  res- 
pirators." The  second  statute  was 
the  byproduct  of  another  judicial 
decision.  Tucker  v.  Louf /(Virginia, 
1972)'"  in  which  relatives  sued  for 
the  wrongful  death  of  a  heart  and 
kidney  donor.  In  this  case  brain 
death  alone  was  used  when,  under 
the  common  law,  only  the  vital 
function  definition  was  recognized 
in  Virginia.  The  jury  dismissed  the 
complaint  apparently  accepting 
brain  death  without  codification. 
The  next  year  Virginia  passed  a 
statute  similar  to  the  one  in  Kansas. 
Eighteen  states  have  now  passed 
laws  defining  the  time  of  death. 

THE  NORTH  CAROLINA 
STATUTE 

Two  basic  issues  have  received 
statutory  codification:  (I)  the  sanc- 
tion of  "brain  death"  and  (2)  the 
stipulation  that  death  following  the 
termination  of  artificial  respiration 
be  deemed  a  "natural  death"  and 
not  a  "caused"  death.  Eighteen 
states  have  statutory  definitions  of 
death  which  include  brain  death 
while  eight  states  recognize  the 
right  to  a  natural  death.  The  brain 
death  statutes  conform  to  three 
general  patterns  (Figure  2)  while 
natural  death  provisions  follow  a 
"living  will"  format,  a  declaration 
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Figure  2 
State  Statutes  on  Criteria  of  Death;  Natural  Death^^ 


Year 

Ratified 

State 

1970 

Kansas 

1972 

Maryland 

1973 

New  Mexico 

Virgtma 

1974 

Alaska 

California 

1975 

Georgia 

Illinois 

Michigan 

Oklahoma 

Oregon 

West  Virginia 

1976 

Iowa 

Louisiana 

Tennessee 

1977 

Idaho 

Montana 

North  Carolina 

Criteria  of 

Natural' 

Death  Group 

Death  Provision 

1 

No 

1 

No 

1 

Yes 

1 

No 

1 

No 

3 

Yes 

3 

No 

3 

No 

2 

No 

3 

No 
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Yes 

2 

No 

2 

No 

2 

No 

3 

No 

3 

Yes 

3 

No 

1 

Yes 

All  1 8  statutes  explicitly  provide  for  declaring  the  person  dead  if  the  brain  is  dead,  regardless  of  the  status  of  other  vital 
functions  The  groups  differ  m  the  statement  of  criteria  of  death  as  follows 

Group  1    Alternative  criteria  of  death  (brain  death  or  circulatory/respiratory) 

Group  2   Brain  death  definition  used  only  in  respirator  situations 

Group  3  Based  on  American  Bar  Association  model,  which  states  For  all  legal  purposes,  a  human  body  with 
rreversible  cessation  of  total  brain  function,  according  to  usual  and  customary  standards  of  medical  practice,  shall  be 
considered  dead  " 

•All  natural  death  provisions  ratified  in  1977   Arkansas.  Nevada  and  Texas  also  have  natural  death  statutes 


to  specify  the  person's  intentions  in 
advance. 

North  Carolina  passed  a  statute  in 
1977  which  dealt  with  both  "brain 
death"  and  the  right  to  "natural 
death"  but  failed  to  adequately  dis- 
tinguish between  the  two  concepts. 
Furthermore,  the  statute  specified 
circumstances  under  which  death 
following  the  discontinuance  of  ex- 
traordinary means  be  deemed  a 
"natural"  death,  not  a  "caused" 
death, /j(<)i/t/('(/  the  patient  had  ex- 
ecuted a  "declaration  of  a  desire  for 
a  natural  death."  The  statute  made 
no  provision  for  the  usual  situation 
in  which  a  patient  had  not  thought  to 
execute  a  declaration  in  advance. 
Therefore,  in  the  1979  session,  the 
North  Carolina  General  Assembly 
amended  the  1977  statute  to  clarify 
the  "Procedures  for  Natural  Death 
in  the  Absence  of  a  Declaration" 
and  to  distinguish  "brain  death" 
from  "natural  death."  The  1979 
North  Carolina  statute"  deals  with 
natural  death  and  brain  death  in 
separate  articles  (Figures  3  and  4). 
The  latter  section  clearly  acknowl- 
edges brain  death,  defined  as  ir- 
reversible cessation  of  total  brain 
function  (cortical  function,  which 
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can  be  monitored  by  EEC  and 
brainstem  function,  which  would 
support  spontaneous  respiration).  If 
all  brain  function  has  ceased,  the 
person  is  dead,  legally  recognized 
as  such,  and  the  natural  death  pro- 
vision does  not  apply. 

The  natural  death  provision  ap- 
plies to  persons  on  respirators,  who 
would  die  naturally  if  the  respirator 
were  turned  off.  These  patients 
must  be  (1)  comatose.  (2)  terminal 
and  {?>)  incurable.  Whether  the  pa- 
tient meets  these  criteria  must  be 
"determined"  by  the  attending 
physician  and  "confirmed"  by  the 
majority  of  a  committee  of  three 
physicians  (or  by  one  other  physi- 
cian if  the  patient  has  signed  a  Dec- 
laration of  a  Desire  for  a  Natural 
Death).  If  these  conditions  are  met, 
the  respirator  may  be  turned  off  and 
the  death  which  follows  is  legally 
defined  as  a  "natural  death."  Under 
such  circumstances  the  discontinu- 
ance of  extraordinary  means  shall 
not  be  considered  the  cause  of  death 
forany  civil  orcriminal  purpose;  the 
physician  cannot  be  held  liable  for 
the  cause  of  death. 

There  are  two  situations  (in  addi- 
tion to  brain  death)  undei'  which  a 


respirator  may  be  turned  off:  ( 1 )  if  a 
person  has  signed  and  executed  a 
Declaration  of  a  Desire  fora  Natural 
Death  (usually  done  by  a  lawyer  like 
an  ordinary  will)  and  (2)  if  a  person 
has  not  executed  such  a  declaration. 
In  the  latter  situation  extraordinary 
means  may  be  discontinued  only 


Figure  3 

North  Carolina  Natural  Death  Statute 

(N.C.  General  Statutes  90-320  through 

90-322,  summarized) 

PURPOSE 

(1)  To  recognize  an  individuals  right  to  a  peaceful 
and  natural  death 

(2)  To  establish  a  procedure  for  the  exercise  of  that 
right  and  to  state  the  extent  of  a  physician  s  obligation  to 
preserve  life  when  artificial  means  are  used  to  sustain 
respiration  and  circulation 

(3)  Not  to  be  construed  to  authorize  any  act  to  end  life 
other  than  permit  the  natural  process  of  dying 

RIGHT  TO  A  NATURAL  DEATH 

Extraordinary  means  of  prolonging  the  moment  of  death 

may  be  stopped  by  the  attending  physician  if 

(1)  A  person  has  declared  a  desire  that  his  life  not  be 
prolonged  by  extraordinary  means 

(2)  The  attending  physician  determines  that  the  pa- 
tient's condition  is 

(a)  terminal  and 

(b)  incurable  and 

(3)  The  patient's  condition  is  confirmed  by  physician 
other  than  the  attending  physician 

The  attending  physician  may  rely  on  a  form  such  as  the 
following,  signed  by  the  patient,  and  witnessed  by  two 
people,  not  relatives  or  physicians,  and  who  do  not  have 
an  interest  in  the  patient's  estate,  when  the  form  is 
properly  executed 

DECLARATION  OF  A  DESIRE  FOR  A  NATURAL  DEATH 

"I .  being  of  sound  mind,  desire  my  life  not  be 

prolonged  by  extraordinary  means  if  my  condition  is 
determined  to  be  terminal  and  incurable  I  am  aware  and 
understand  that  this  writing  authorizes  a  physician  to 
withhold  or  discontinue  extraordinary  means. 

This  the  day  of 

Signature " 


The  law  also  provides  that 

(1)  The  execution  of  a  declaration  shall  not  be  consid- 
ered suicide 

(2)  It  shall  not  be  a  condition  for  receiving  insurance 

(3)  The  discontinuance  of  extraordinary  means  shall 
not  be  considered  the  cause  of  death  for  any  civil  or 
criminal  purpose 

PROCEDURES  FOR  NATURAL  DEATH  IN  ABSENCE  OF 
A  DECLARATION 

In  the  event  that  a  person  had  not  executed  a  declaration 
of  a  desire  for  a  natural  death,  extraordinary  means  of 
sustaining  respiration  and  circulation  may  be  discon- 
tinued if 

(1)  a  person  is  comatose  and  there  is  no  reasonable 
possibility  he  will  return  to  a  cognitive  sapient  state 

(2)  the  person's  condition  is 

(a)  terminal 

(b)  incurable 

(c)  there  has  been  irreversible  cessation  of  brain 
function 

(3)  There  is  confirmation  of  the  patient's  condition  by 
a  majority  of  a  committee  of  three  physicians  other  than 
the  attending  physician 

(4}  A  vital  function  is  being  sustained  by  extraordinary 
means 
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Figure  4 

North  Carolina  Brain  Death  Statute 

(N.C.  General  Statute  90-323. 

Complete  text) 

"90-323-  Death:  determination  by  physician 
The  determination  that  a  person  is  dead  shall  be 
made  by  a  physician  licensed  to  practice  medi- 
cine applying  ordinary  and  accepted  standards 
of  medical  practice.  Brain  death,  defined  as  ir- 
reversible cessation  of  total  brain  function,  may 
be  used  as  the  sole  basis  for  the  determination 
that  a  person  has  died,  particularly  when  bram 
death  occurs  in  the  presence  of  artificially 
maintained  respiratory  and  circulatory  func- 
tions. This  specific  recognition  of  brain  death  as 
a  criterion  of  death  of  the  person  shall  not  pre- 
clude the  use  of  other  medically  recognized 
criteria  for  determining  whether  and  when  a 
person  has  died  " 


under  the  attending  physician's 
supervision  "at  the  request  (1)  of 
the  person's  spouse,  or  (2)  of  a 
guardian  of  the  person,  or  (3)  of  a 
majority  of  the  relatives  of  the  first 
degree,  in  that  order"  or  (4)  if  none 
of  the  above  is  available,  at  the  dis- 
cretion of  the  attending  physician. 

The  North  Carolina  natural  death 
statute  isfacilitative  not  mandatory. 
It  specifies  the  conditions  by  which 
a  respirator  "may"  but  not  "must" 
be  turned  off.  In  the  event  that  a 
person  had  not  signed  a  declaration 
and  a  family  did  not  request  discon- 
tinuance of  extraordinary  means, 
there  is  no  provision  for  turning  off  a 
respirator.  One  must  assume  that 
these  situations  would  be  rare  and 
that  in  such  situations  the  physi- 
cian's task  would  be  to  help  the 
family  understand  that  natural 
death  would  soon  follow  if  the  res- 
pirator were  stopped.  If  the  patient 
were  already  dead  by  brain  death 
criteria,  then,  of  course,  the  res- 
pirator could  be  stopped. 

In  brief,  these  points  about  the 
1979  North  Carolina  statute  should 
be  kept  in  mind: 

(1)  Brain  death,  meaning  the  ir- 
reversible cessation  of  total  brain 
function,  may  be  used  as  a  basis  for 
detennining  that  a  person  has  died. 

(2)  The  statute's  provision  on 
brain  death  does  not  preclude  the 
use  of  other  medically  recognized 
criteria  for  determining  that  a  per- 
son has  died. 

(3)  If  all  brain  function  has 
ceased,  the  person  is  dead,  legally 
recognized  as  such,  and  the  natural 
death  provision  does  not  apply. 

(4)  Extraordinary  means  may  be 
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discontinued  if  living  persons  are  (a) 
comatose  (b)  terminal  and  (c)  in- 
curable. These  determinations  are 
made  by  the  attending  physician 
and  confirmed  by  a  majority  of  three 
physicians  other  than  the  attending 
physician  (one  other  physician  if  the 
patient  signed  a  declaration). 

(5)  The  discontinuance  of  ex- 
traordinary means  shall  not  be  con- 
sidered the  cause  of  death  for  any 
civil  or  criminal  purpose. 

ETHICAL  CONSIDERATIONS 

The  emergence  of  natural  death 
legislation  brings  up  several  ethical 
issues.  Paralleling  technical  and 
legal  considerations  is  the  recurrent 
theme  that  something  is  wrong  with 
the  way  death  is  handled  in  contem- 
porary medicine  and  in  contempo- 
rary culture.  A  highly  mechanized 
hospital  death  is  dehumanizing  and 
depersonalizing.  Each  standardiza- 
tion limits  the  idiosyncrasies  which 
characterize  each  individual.  We 
speak  of  wanting  death  with  dignity 
when  no  one  supposes  there  is  any 
dignity  to  death,  perhaps  the  ulti- 
mate indignity.  Rather,  one  would 
hope  that  the  time  of  death  could 
reflect  something  of  the  dignity  with 
which  life  has  been  lived.  One  of  the 
great  tragedies  of  the  defining  and 
redefining  of  death  is  the  very  at- 
tention it  gives  to  death,  thereby  di- 
verting attention  from  life  and  liv- 
ing. 

Our  changing  conceptions  of  life 
are  at  least  as  great  a  problem  as  the 
redefining  of  death.  In  each  of  the 
steps  so  far  considered,  life  has 
been  further  reduced  to  concepts  of 
mechanics  and  cellular  metabolism. 
Although  we  do  not  forget  the  life  of 
the  whole  person,  we  are  too  easily 
confused  by  the  difference  between 
"the  death  of  the  organism  as  a 
whole  and  the  death  of  the  whole  of 
the  organism."'-  The  very  sophisti- 
cation of  medicine  engenders  a 
great  hopefulness  which  makes  it 
difficult  to  appreciate  the  natural  in- 
evitability of  death.  Recognizing  the 
inevitability  of  death  as  an  abstrac- 
tion is  not  the  same  thing  as  facing 
deiith  gracefully.  Sick  people  often 
are  taken  to  the  hospital  in  the  vain 
hope  that  just  this  once  medical  sci- 
ence will  provide  an  exception. 


perhaps  a  "miracle  cure,"  or  an  in- 
definite extension  of  existence. 

The  human  body  is  more  than  a 
machine  —  even  though  it  is  possi- 
ble to  consider  it  as  one.  Machines, 
unlike  human  beings,  are  in  princi- 
ple immortal.  They  can  be  replaced 
part  by  part  and  thus  never  die.  We 
treat  our  automobiles  this  way  and 
achieve  remarkable  longevity.  It  is 
like  the  lumberjack  who  bragged  to 
the  gullible  tourist  that  he  was  using 
the  ax  that  had  been  used  by  Abra- 
ham Lincoln.  The  blade  had  been 
replaced  three  times  and  the  handle 
had  been  replaced  five  times,  he  ac- 
knowledged, but  it  was  the  ax  used 
by  Lincoln.  Transplantation  tech- 
nology brings  us  dangerously  close 
to  this  mechanical  view  of  life.  Ap- 
preciation of  its  benefits  must  be 
balanced  by  respect  for  inherent 
limitations. 

The  ideal  of  medical  care  is  more 
than  the  maintenance  of  a  machine. 
The  desire  for  conceptual  clarity  no 
doubt  provides  much  of  the  impetus 
for  natural  death  legislation.  Tra- 
ditionally, however,  the  doctor- 
patient  relationship  has  been  spo- 
ken of  as  a  fiduciary  relationship,  a 
relationship  based  on  trust.  This 
kind  of  relationship  mandates  con- 
sideration of  personal  as  well  as 
technical  considerations  in  patient 
care.  It  means  "the  care  of  health  of 
human  beings  by  human  beings."'^ 
and  the  nature  of  the  doctor-patient 
relationship  has  traditionally  been 
an  important  ingredient  of  that  care. 

Another  factor  eroding  the  fidu- 
ciary relationship  is  the  increasing 
resort  to  the  adversary  tradition  for 
clarifying  ethical  dilemmas.  Ethical 
issues  become  legal  issues,  which 
become  constitutional  issues.  While 
this  often  provides  the  conceptual 
clarity  desired,  it  may  have  the 
paradoxical  effect  of  bypassing  per- 
sonal and  ethical  considerations, 
and  removing  patients,  families  and 
physicians  from  a  decision-making 
partnership.  Although  this  process 
need  not  require  the  physician  to 
become  an  adversary  of  his  or  her 
patient,  it  may.  and  physicians  are 
becoming  increasingly  defensive, 
tending  to  think  in  terms  of  how  a 
particular  decision  might  be  jus- 
tified in  court  rather  than  what 
might  be  in  the  best  interest  of  the 
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patient.  A  decade  ago  Karen  Ann 
Qiiinlan's  doctors  might  have  felt 
much  freer  to  work  out  a  decision  in 
, cooperation  with  her  father.  In  the 
jpost-Edehn  era  few  physicians  are 
w  illing  to  risk  becoming  test  cases  in 
order  to  clarify  controversial  policy 
—  even  for  the  sake  of  their  pa- 
tients. 

CONCLUSIONS 

It  is  both  necessary  and  appro- 
priate to  expect  legal  clarification  in 
this  controversial  area.  Where  gen- 
uine conflicts  of  interest  arise,  such 
as  transplantation,  and  where 
guidelines  are  inadequate  to  provide 
for  the  distribution  of  property,  es- 
tates, etc.,  there  is  no  question  as  to 
the  legitimacy  of  the  interest  of  the 
state.  Furthermore,  when  physi- 
cians become  reluctant  to  act  in  the 
best  interests  of  their  patients,  such 
as  turning  off  a  respirator,  for  fear  of 
legal  reprisal,  it  is  certainly  appro- 
priate for  legislatures  to  offer  guide- 
lines as  to  what  is  permissible  and 
within  the  limits  of  civil  and  criminal 
responsibility.  The  natural  death 
ind  brain  death  laws  have  been  ap- 
Ipropriate  in  these  regards.  Where 
'the  statutes  have  failed  is  in  limiting 
their  focus,  both  semantically  and 


procedurally,  thereby  complicating 
the  very  situations  they  were  in- 
tended to  simplify.  The  task  of  an- 
ticipating and  specifying  every  pos- 
sible contingency  is  an  endless  and 
impossible  one,  likely  to  lead  to 
much  litigation  and  more  confusion. 
Because  of  the  legal  complexities  in 
executing  a  "Living  Will""  or  Decla- 
ration of  a  Desire  for  a  Natural 
Death,  "natural  death"  might  actu- 
ally become  more  difficult  —  cer- 
tainly not  the  aim  of  the  legisla- 
tion.'^ The  1977  North  Carolina 
Statute  is  laden  with  these  pro- 
cedural and  theoretical  difficulties 
although  the  1979  revisions  have 
clarified  the  procedures  for  natural 
death  in  the  absence  of  a  declara- 
tion. 

Definitions  of  death  are  neces- 
sary for  the  protection  of  physicians 
and  patients  alike,  but  they  do  not 
ensure  a  humane  approach  toward 
death  and  the  dying.  Legislation  can 
only  safeguard  the  conditions  which 
would  make  this  human  approach 
possible.  Insofar  as  a  statute  helps  a 
physician  respond  more  directly  to 
the  patient,  it  has  served  its  goals 
well.  If,  however,  a  statute  becomes 
one  more  factor  separating  physi- 
cian from  patient,  it  has  failed  to 


serve  the  public  interest.  We  hope 
that  the  North  Carolina  statute, 
when  properly  employed,  will  make 
it  easier  to  turn  off  a  respirator 
rather  than  further  dehumanize  the 
medical  care  of  the  dying  person. 
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An  opinion  there  is.  which  magnifies  the  fourth  Finger  of  the  left  Hand;  presuming  therein  a  cordial 
relation,  that  a  particular  vessel,  nerve,  vein  or  artery  is  conferred  thereto  from  the  heart,  and  therefore 
that  especially  hath  the  honour  to  bear  our  Rings.  Which  was  not  only  the  Christian  practice  in  Nuptial 
contracts,  but  observed  by  Heathens,  as  Alexander  ab  Ale.xandro,  Gellius.  Macrobius  and  Pierius  have 
delivered,  as  Levinus  Lemnius  hath  confirmed,  who  affirms  this  peculiar  vessel  to  be  an  artery .  and  not  a 
Nerve,  as  Antiquity  hath  conceived  it;  adding  moreover  that  Rings  hereon  peculiarly  affect  the  Heart; 
that  in  Lipothymies  or  swoundings  he  used  the  frication  of  this  Finger  with  saffron  and  gold:  that  the 
ancient  Physitians  mixed  up  their  Medicines  herewith;  that  this  is  seldom  or  last  of  all  affected  with  the 
Gout,  and  when  that  becometh  nodous.  Men  continue  not  long  after.  Notwithstanding  all  which  we 
remain  unsatisfied,  not  can  we  think  the  reasons  alleadged  sufficiently  establish  the  preheminency  of  this 
Finger.  —  Sir  Thomas  Browne,  Pseiidodoxia  Epidemica. 
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LEAP  OF  FAITH 

in  theological  circles,  famously  among  existential- 
ists, the  phrase,  leap  of  faith,  has  considerable  stand- 
ing. Reduced  to  non-eschatologic  terms  it  seems  to 
refer  to  sudden  belief  that  comes,  often  without 
warning,  unsupported  by  the  evidence  of  the  senses. 
Since  medicine  is  supposed  to  rely  on  the  data  of  the 
senses,  proved  over  and  over  again,  validated  beyond 
doubt,  it  may  come  as  a  shock  to  realize  that  physi- 
cians take  that  leap  of  faith  all  too  often  when  con- 
fronted by  data  from  the  laboratory  or  from  the  x-ray 
department.  It  may  be  that  doctors  like  religious  fun- 
damentalists are  open  to  propositional  revelation,  a 
theological  phenomenon  which  assures  us  that  we 
certainly  know  what  we  know. 

Obviously,  this  medical  acceptance  of  propositional 
revelation  has  been  studied  and  confirmed.  Applying 
scientific  methods,  Casscells  et  aP  have  confirmed 
that  doctors  don't  always  apply  these  methods  to  the 
analysis  of  clinical  laboratory  data.  Medical  students, 
house  officers  and  attending  physicians  encountered 
peripatectically  in  the  halls  of  four  of  Harvard's 
teaching  hospitals  were  asked  to  evaluate  lab  data  in 
temis  of  reliability  as  diagnostic  items.  By  appropriate 
mathematical  manipulations,  accepted  by  this  writer 
on  the  basis  of  both  analysis  and  faith,  it  was  demon- 
strated that  the  correct  answer  was  given  by  only  1 1  of 
60  subjects  questioned  and  that  fourth  year  medical 
students  did  as  well  as  their  degreed  colleagues.  If 
such  responses  are  characteristic,  this  is  a  point  for  the 
simultaneous  arrival  of  clinical  judgment,  cost 
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Rapid  relief  of  anxiety 

The  tranquilizer  component  alleviates 
symptoms  ot  anxiety  within  a  few  days  without 
apparent  dulling  of  mental  acuity.  Hypnotic 
effects  appear  to  be  minimal,  particularly  in 
patients  permitted  to  remain  active.  However, 
TRIAVIL  may  impair  mental  and./ or  physical 
abilities  required  for  the  performance  of 
hazardous  tasks. 

Dependable  antidepressant  action 

The  antidepressant  component  relieves 
symptoms  of  depression  such  as  poor 
concentration  and  feelings  of  hopelessness  as 
well  as  early  morning  awakening;  adequate 
relief  of  symptoms  may  take  a  few  weeks  or 
even  longer. 

for  moderate  anxiety 
with  depression 

Tnavil 

containing  perphenazine  and  amitriptyline  HCI 


Treatment  with  TRIAVIL- 
a  balanced  view 

TRIAVIL  IS  contraindicated  in  CNS  depression 
from  drugs,  in  the  presence  of  evidence 
of  bone  marrow  depression,  and  in  patients 
hypersensitive  to  phenothiazines  or 
amitriptyline.  It  should  not  be  used  during  the 
acute  recovery  phase  following  myocardial 
infarction  or  in  patients  who  have  received  an 
MAOI  within  two  weeks.  Patients  with 
cardiovascular  disorders  should  be  watched 
closely.  Not  recommended  in  children  or  during 
pregnancy.  TRIAVIL  may  enhance  the  response 
to  alcohol.  Antiemetic  effects  may  obscure 
toxicity  due  to  overdosage  of  other  drugs  or 
mask  other  disorders.  The  possibility  of  suicide 
in  depressed  patients  remains  until  significant 
remission  occurs.  Such  patients  should 
not  have  access  to  large  quantities  of  the  drug. 
Hospitalize  as  soon  as  possible  any  patient 
suspected  of  having  taken  an  overdose. 
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Triavu 

containing  perphenazine  and  amitriptyline  HCl 

lielps  patients  get  bacl(  to  business 

Available; 

TRIAVIL"  2-25:  Each  tablet  contains 

2  mg  perphenazine  and  25  mg  amitnptyline  HCl. 

TRIAVIL"  2-10-  Each  tablet  contains 

2  mg  perphenazine  and  10  mg  amitriptyline  HCl. 

TRIAVIL"  4-50:  Each  tablet  contains 

4  mg  perphenazine  and  50  mg  amitriptyline  HCl. 

TRIAVIL"  4-25:  Each  tablet  contains 

4  mg  perphenazine  and  25  mg  amitnptyline  HCl. 

TRIAVIL"  4-10:  Each  tablet  contains 

4  mg  perphenazine  and  10  mg  amitriptyline  HCl. 

CONTRAINDICATIONS:  Central  nervous  system  depression  from  drugs  (bar- 
biturates, alcohol,  narcotics,  analgesics,  antihistamines):  evidence  of  bone  mar- 
row depression:  known  hypersensitivity  to  phenothiazines  or  amitnptyline  Should 
not  be  given  concomitantly  with  a  monoamine  oxidase  inhibitor  since  hyperpyretic 
cnses,  severe  convulsions,  and  deaths  have  occurred  from  such  combinations. 
When  used  to  replace  a  monoamine  oxidase  inhibitor,  allow  a  minimum  of  14  days 
to  elapse  before  initiating  therapy  with  TRIAVIL  Therapy  should  then  be  initiated 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is  achieved 
Not  recommended  for  use  during  acute  recovery  phase  following  myocardial 
infarction 

WARNINGS:  TRIAVIL  should  not  be  given  concomitantly  with  guanethidine  or 
similarly  acting  compounds  since  TRIAVIL  may  block  the  antihypertensive  action 
of  such  compounds.  Use  cautiously  in  patients  with  history  of  urinary  retention, 
angle-closure  glaucoma,  increased  intraocular  pressure,  or  convulsive  disorders. 
Dosage  of  anticonvulsive  agents  may  have  to  be  increased  In  patients  with 
angle-closure  glaucoma,  even  average  doses  may  precipitate  an  attack  Patients 
with  cardiovascular  disorders  should  be  watched  closely  Tricyclic  antidepres- 
sants, including  amitnptyline  HCl,  have  been  reported  to  produce  arrhythmias, 
sinus  tachycardia,  and  prolongation  of  conduction  time,  particularly  in  high  doses 
Myocardial  infarction  and  stroke  have  been  reported  with  tricyclic  antidepressant 
drugs.  Close  supervision  is  required  for  hyperthyroid  patients  or  those  receiving 
thyroid  medication  May  impair  mental  and'or  physical  abilities  required  for 
performance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a  motor 
vehicle  In  patients  who  use  alcohol  excessively  potentiation  may  increase  the 
danger  inherent  in  any  suicide  attempt  or  overdosage  Not  recommended  in 
children  or  dunng  pregnancy 

PRECAUTIONS:  Suicide  is  a  possibility  in  depressed  patients  and  may  remain 
until  significant  remission  occurs  Such  patients  should  not  have  access  to  large 
quantities  of  this  drug 

Perphenazine:  Should  not  be  used  indiscriminately  Use  with  caution  in  patients 
who  have  previously  exhibited  severe  adverse  reactions  to  other  phenothiazines. 
Likelihood  of  some  untoward  actions  is  greater  with  high  doses.  Closely  supervise 
with  any  dosage.  The  antiemetic  effect  of  perphenazine  may  obscure  signs  of 
toxicity  due  to  overdosage  of  other  drugs  or  make  more  difficult  the  diagnosis  of 
disorders  such  as  brain  tumor  or  intestinal  obstruction  A  significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intolerance  to 
perphenazine,  in  which  case  discontinue 

If  hypotension  develops,  epinephrine  should  not  be  employed,  as  its  action  is 
blocked  and  partially  reversed  by  perphenazine  Phenothiazines  may  potentiate 
the  action  of  central  nervous  system  depressants  (opiates,  analgesics,  antihis- 
tamines, barbiturates,  alcohol)  and  atropine  In  concurrent  therapy  with  any  of 
these,  TRIAVIL  should  be  given  in  reduced  dosage  May  also  potentiate  the  action 
of  heat  and  phosphorous  insecticides  There  is  sufficient  experimental  evidence  to 
conclude  that  chronic  administration  of  antipsychotic  drugs  which  increase 
prolactin  secretion  has  the  potential  to  induce  mammary  neoplasms  in  rodents 
under  the  appropnate  conditions.  There  are  recognized  differences  in  the 
physiological  role  of  prolactin  between  rodents  and  humans  Since  there  are.  at 
present,  no  adequate  epidemiological  studies,  the  relevance  to  human  mammary 
cancer  risk  from  prolonged  exposure  to  perphenazine  and  other  antipsychotic 
drugs  is  not  known 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients  may  experi- 
ence a  shift  toward  the  manic  phase  if  they  are  treated  with  an  antidepressant 
F&tients  with  paranoid  symptomatology  may  have  an  exaggeration  of  such 
symptoms  The  tranquilizing  effect  of  TRIAVIL  seems  to  reduce  the  likelihood  of  this 
effect  When  amitnptyline  HCl  is  given  with  anticholinergic  agents  or  sympatho- 
mimetic drugs,  including  epinephnne  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required  Paralytic  ileus  may 
occur  in  patients  taking  tricyclic  antidepressants  in  combination  with  anticholiner- 
gic-type  drugs. 


31 U. 

I 


Caution  is  advised  if  patients  receive  large  doses  of  ethchlorvynol  concurrei' 
Transient  delirium  has  been  reported  in  patients  who  were  treated  with  1  (>| 
ethchlorvynol  and  75-150  mg  of  amitnptyline  HCl  ": 

Amitnptyline  HCl  may  enhance  the  response  to  alcohol  and  the  effect:'!! 
barbiturates  and  other  CNS  depressants  I 

Concurrent  administration  of  amitnptyline  HCl  and  electroshock  therapy  n] 
increase  the  hazards  associated  with  such  therapy  Such  treatment  should!! 
limited  to  patients  for  whom  it  is  essential  Discontinue  several  days  before  elec  \\ 
surgery  if  possible  Elevation  and  lowering  of  blood  sugar  levels  have  both  buJ 
reported  Use  with  caution  in  patients  with  impaired  liver  function 

ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constituent  all 
Perphenazine:  Extrapyramidal  symptoms  (opisthotonus,  oculogyric  en 
hyperreflexia.  dystonia,  akathisia,  acute  dyskinesia,  ataxia,  parkinsonism)  h 
been  reported  and  can  usually  be  controlled  by  the  concomitant  use  of  effec 
antiparkinsonian  drugs  and  .'or  by  reduction  in  dosage,  but  sometimes  persist. 
discontinuation  of  the  phenothiazine 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  therapy  or 
occur  after  drug  therapy  with  phenothiazines  and  related  agents  has  b 
discontinued  The  risk  appears  to  be  greater  in  elderly  patients  on  high-d 
therapy  especially  females.  Symptoms  are  persistent  and  in  some  patients  app 
to  be  irreversible.  The  syndrome  is  characterized  by  rhythmical  involuni 
movements  of  the  tongue,  face,  mouth,  or  jaw.  Involuntary  movements  of 
extremities  sometimes  occur  There  is  no  known  treatment  for  tardive  dyskinel 
anti parkinsonism  agents  usually  do  not  alleviate  the  symptoms  It  is  advised  thai  ■ 
antipsychotic  agents  be  discontinued  if  the  above  symptoms  appear  If  treatmei 
reinstituted.  or  dosage  of  the  particular  drug  increased,  or  another  drug  sul 
tuted,  the  syndrome  may  be  masked  Fine  vermicular  movements  of  the  tonj 
may  be  an  early  sign  of  the  syndrome  The  full-blown  syndrome  may  not  dev(' 
if  medication  is  stopped  when  lingual  vermiculation  appears 

Other  side  effects  are  skin  disorders  (photosensitivity  itching,  erythel; 
urticaria,  eczema,  up  to  exfoliative  dermatitis):  other  allergic  reactions  (asthi| 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reactions):  periphi' 
edema:  reversed  epinephrine  effect:  hyperglycemia:  endocrine  disturbani 
(lactation,  galactorrhea,  gynecomastia,  disturbances  of  menstrual  cycle):  altel 
cerebrospinal  fluid  proteins,  paradoxical  excitement:  hypertension,  hypotens> 
tachycardia,  and  ECG  abnormalities  (quinidine-like  effect):  reactivation  of  ( 
chotic  processes,  catatonic-like  states:  autonomic  reactions,  such  as  dry  mri 
or  salivation,  headache,  anorexia,  nausea,  vomiting,  constipation,  obsfipatj 
urinary  frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a  chai!> 
in  pulse  rate:  other  adverse  reactions  reported  with  various  phenothiaiscl 
compounds,  but  not  with  perphenazine,  include  grand  mal  convulsions,  cerelh 
edema,  polyphagia,  pigmentary  retinopathy  photophobia,  skin  pigmentation. .  I 
failure  of  ejaculation 

The  phenothiazine  compounds  have  produced  blood  dyscrasias  (panc'-t\ 
penia,  thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophiiir 
and  liver  damage  Qaundice,  biliary  stasis). 

Pigmentation  of  the  cornea  and  lens  has  been  reported  to  occur  after  long-ti 
administration  of  some  phenothiazines  Although  it  has  not  been  reporte( 
patients  receiving  TRIAVIL.  the  possibility  that  it  might  occur  should  be  considei 

Hypnotic  effects,  lassitude,  muscle  weakness,  and  mild  insomnia  have ; 
been  reported 

AmKriptyline:  Note  Listing  includes  a  few  reactions  not  reported  for  this  drug. 
which  have  occurred  with  other  pharmacologically  similar  tricyclic  antidepresjil 
drugs  and  must  be  considered  when  amitnptyline  is  administered.  Cardiovai-^ 
lar:  Hypotension:  hypertension:  tachycardia:  palpitation;  myocardial  infarct 
arrhythmias:  heart  block:  stroke  CNS  and  Neuromuscular  Contusional  sta 
disturbed  concentration,  disorientation,  delusions:  hallucinations:  excitem 
anxiety,  restlessness,  insomnia:  nightmares:  numbness,  tingling,  and  paresthe ; 
of  the  extremities:  penpheral  neuropathy:  incoordination:  ataxia:  tremors,  ■ 
zures:  alteration  in  EEC  patterns:  extrapyramidal  symptoms:  tinnitus,  syndrom  lit 
inappropriate  ADH  (antidiuretic  hormone)  secretion  Anticholinergic:  Dry  moi;|j 
blurred  vision:  disturbance  of  accommodation:  increased  intraocular  pressr;^ 
constipation,  paralytic  ileus:  unnary  retention:  dilatation  of  urinary  tract  Aller'.i 
Skin  rash,  urticaria:  photosensitization:  edema  of  face  and  tongue  Hematolo 
Bone  marrow  depression  including  agranulocytosis:  leukopenia:  eosinoph:! 
purpura,  thrombocytopenia  Gastrointestinal  Nausea,  epigastric  distress:  vo:-i 
mg:  anorexia:  stomatitis:  peculiar  taste:  diarrhea:  parotid  swelling:  black  tone 
Rarely  hepatitis  (including  altered  liver  function  and  jaundice)  Endocnne:  Te; 
ular  swelling  and  gynecomastia  in  the  male:  breast  enlargement  and  galactorr  h 
in  the  female,  increased  or  decreased  libido:  elevated  or  lowered  blood  si,r« 
levels.  Other    Dizziness,  weakness:  fatigue:  headache:  weight  gam  or  Ic 
increased  perspiration:  unnary  frequency:  mydnasis:  drowsiness:  alopecia.  W' 
drawal  Symptoms  Abrupt  cessation  after  prolonged  administration  may  prodi' 
nausea,  headache,  and  malaise.  These  are  not  indicative  of  addiction. 
OVERDOSAGE:  All  patients  suspected  of  having  taken  an  overdosage  shoulc 
admitted  to  a  hospital  as  soon  as  possible.  Treatment  is  symptomatic  (1 
supportive.  However,  the  intravenous  administration  of  1  -3  mg  of  physostigrr|! 
salicylate  is  reported  to  reverse  the  symptoms  of  tricyclic  antidepressant  pois- 
ing. Because  physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigir:! 
should  be  repeated  as  required  particularly  if  life-threatening  signs  such'i 
arrhythmias,  convulsions,  and  deep  coma  recur  or  persist  after  the  initial  dosag;' 
physostigmine  On  this  basis,  in  severe  overdosage  with  perphenazine-amil- 
tyline  combinations,  symptomatic  treatment  of  central  anticholinergic  effects  y' 
physostigmine  salicylate  should  be  considered.  J9TR33  (DC66l3ih 

For  more  detailed  information,  consult  your  MSD  Representative  mff< 

or  see  full  Prescribing  Information  Merck  Sharp  &  Dohme.  Division 
of  Merck  &  Co..  Inc  .  West  Point,  Pa.  19486 
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analysis  and  patient  benefit.  It  also  points  to  the  fal- 
lacy of  ordering  tests  because  they  are  available  and  of 
requiring  "screening""  studies  usually  of  little  value  in 
identifying  a  symptomless  disease.  It  has  been  said' 
that  the  physician  deserves  the  results  of  the  lab  work 
he  orders,  particularly  when  he  hasn't  anticipated  the 
results.  But  what  about  gratuitous  data  by  courtesy  of 
hospital  regulations  and  paid  for  without  question  by 
third  parties'? 

The  Boston  group  was  concerned  about  false- 
positive  and  false-negative  studies  but  did  not  use  a 
specific  test  as  illustration.  So  it  seems  reasonable  to 
pursue  the  topic  of  deification  of  lab  data  by  studying 
the  serum  alkaline  phosphatase.  Now  enzymatic  ac- 
tivity is  usually  determined  by  the  release  by  action  of 
the  enzyme  on  a  substrate  of  an  easily  measurable  end 
product.  Time,  temperature,  concentration  are  of  im- 
portance in  interpretation  of  the  result  as  is  the  nature 
of  the  substrate  and  the  question  of  whether  kinetics 
are  linear  or  non-linear.  Serum  alkaline  phosphatase 
activity  measured  in  units  is  one  of  these  tests  pro- 


vided so  profitably  by  the  laboratory  but  the  lab 
doesn't  usually  tell  the  ci>nsumer,  here  the  physician, 
what  the  test  means.  In  short,  no  package  insert  is 
provided.  Not  only  that,  but  the  makers  of  the  auto- 
mated devices  carrying  out  the  profitable  procedures 
offer  normal  values  from  the  central  office  without 
checking  for  viuiations  in  geography,  season  and 
other  mysterious  influences.  They  even  indicate  their 
range  of  normal  on  the  printout  accounting  for  that 
certitlcationof  the  normal:  "SMAgray.""  The  printout 
also  does  not  inform  us  that  alkaline  phosphatase  ac- 
tivity is  higher  in  growing  children  than  adults  (and 
some  adult  physicians  have  forgotten  this)  nor  that  the 
normal  range  given  is  for  subjects  in  the  postabsorp- 
tive  state.  Since  many  hospitals  have  decreed  that 
blood  should  be  drawn  for  obligatory  SMACs  on  ad- 
mission and  since  many  patients  enter  shortly  after 
lunch  or  dinner,  many  an  elevated  serum  alkaline 
phosphatase  has  been  detected  and  many  an  ingenu- 
ous house  officer  has  sought  consultation  for  explana- 
tion not  deducible  from  history  or  physical  examina- 
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TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  tfierapy  m  a  vi'holesome 
atmospfiere  forthe  man  or 
woman  witfi  a  drinking  problem. 


Individual  counseling  and  group 
therapy  are  provided  forthe 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 

A  private  non-profit  JCAH  accredited  psycfiiatric  hospital 


A  nature  trail  for  hiking  and  meditation 
winds  through  nearly  a  mile  of  beautifully 
wooded  area. 


n'^' 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 

guests. 


A  medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a  fully  equipped  infirmary. 

FELLOWSHIP  HALL 


/.V(  ■ 


P  O,  Box  6929  •  Greensboro,  N.  C.  27405  •  919-621-3381 

Located  off  U  S    Hwy    No    29  at  Hicone  Road  Exit   6' !  miles 

nortti  of  downtown  Greensboro    N  C   Convenient  to  1-85    1-40 

U  S  421    US   220  and  the  Greensboro  Regional  Airoon 

Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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Tail  of  whipworm 
(Trichuris  trichiura) 


Vermox;  the  only  anthelmintii 
highly  effective 
against  whipworm. 


Cure  Rate 

Egg  Reduction 

VERMOX® 

68%* 

93%** 

MintezoP 

35%  t 

45%  tt 

Antiminth^ 

Not  Indicated 

Povan^ 

Not  Indicated 

, 

Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm-68%; 
roundworm -98%;  hookworm-96%.That  agent  is  VERMOX® 

Please  see  following  page  for  Summary  of  Prescribing  Information. 

Broad-spectrum  coverage 
in  mixed  helminthic  infections 


Vernnox 

(mebendazole) 


TABLETS 


JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick,  N.J.  08903 


Committed  to  research. . . 

because  so  much  remains  to  be  done. 

©Janssen  Pharmaceulica  Inc.  1980  JPI-023 


Broad-spectrum 
coverage  in  mixed 
helminthic  infections 

m        *  TABLETS 

Vermox 

(mebendazole) 

Contraindications  VERMOX  is  contraindlcated  In 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug. 

Precautions  PREGNANCY;  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0  mg/kg  Since 
VERMOX  may  have  a  nsk  of  producing  fetal  damage 
if  administered  during  pregnancy  it  is 
contraindicated  in  pregnant  women 
PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit  risk  should  be  considered 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  In  cases 
of  massive  infection  and  expulsion  of  worms- 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food.  For  the  control  of  pinworm  (enterobiasis), 
a  single  tablet  is  administered  orally,  one  time 

For  the  control  of  roundworm  (ascariasis).  whipworm 
(tnchuriasis).  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a  second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required 

'  Mean  cure  rate  of  VERMOX "  in  treating  whipworm; 
cure  rate  range  of  61  -75%  Data  on  file  at  Janssen 
Pharmaceutica  Inc 
*  *  Mean  egg  reduction  of  VERMOX "  in  treating 
whipworm;  egg  reduction  range  of  70-99%  Data  on 
file  at  Janssen  Pharmaceutica  Inc 

tRollo.  I  M.:  Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman.  L.S.;  and  Oilman.  A 
(eds  ):  The  Pharmacological  Basis  of  Therapeutics. 
ed-  5.  New  York.  Macmillan.  1975.  p.  1034 

^■■I'Miller.  M  J  ;  Krupp.  I.M.;  Little.  M.D.;  Santos.  C: 
Mebendazole  an  effective  anthelmintic  for 
tnchuriasis  and  enterobiasis  JAMA  230  (10):  1412- 
1414.  Dec  9.  1974 

1   Registered  trademark  of  Merck  Sharp  and  Dohme 

2.  Registered  trademark  of  Roerig 

3  Registered  trademark  of  Parke-Davis 


t3  JANSSEN  PHARMACEUTICA  INC 
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because  so  much  remains  to  be  done. 


tion.  A  similarly  naive  consultant  might  then  request 
liver  scan,  bone  scan.  24  hour  urine  calcium  determi- 
nation, PTH  immunoassay  and  so  on.  Finally,  a  fast- 
ing serum  alkaline  phosphatase  is  done  which  is 
"SMA  gray."" 

All  this  because  the  nature  of  alkaline  phosphatase 
activity  is  insufficiently  appreciated.  The  isoenzymes 
which  account  for  total  activity  come  from  different 
sources  —  liver,  bone,  intestine,  placenta,  breast  — 
and  are  usually  unbound.  However,  they  may  even  be 
bound  to  immunoglobulins'  so  that  our  automated 
devices  really  tell  us  little  about  them.  We  as  physi- 
cians have  been  tempted  to  take  the  leap  of  faith  and 
have  done  so  all  too  often  when  we  should  really  have 
been  of  little  faith. 

J.H.F. 

References 

1    Casscells  W,  Schoenherger  A.  Gr;ihoys  TB    Inierpretation  by  physicians  otclinical 
laboratory  resulls.  N  Engl  J  Med  299:999-1001,  1978 

2.  Miller  EC:  Unpublished  dala 

3.  De  Brose  ME.  MetsTE.  Leroux-RoeK  GG.  Wieme  RJ:  Occurrence  of  immunoglobu- 
lin G-alkalme  phosphatase  complexes  in  human  serum  Ann  Intern  Med  90:30-35,  1979. 


THERE  IS  A  LIST  FOR  EVERYONE 

"I've  i^ot  (I  little  list.  I've  .i^ot  a  little  list 
.  .  .  and  they'll  none  of  em  he  missed" 
The  Mikado  —  Gilbert  and  Sullivan 

The  mail,  in  its  own  mysterious  way,  brings  so  many 
good  things  to  editois  that  new  wastebaskets  seek 
peiTnanent  standing  in  annual  budgets.  One  of  last 
year's  unexpected  and  unrecruited  rewards  was  a  list 
of  lists  which  can  be  bought  from  "America's  leading 
list  compilers.""  Selections  are  geographic,  financial, 
professional,  everything  but  random.  The  names  of 
1,100  aluminum  foundries  are  available  at  $40  the 
thousand.  Landscape  aichitects  go  at  $40/M.  other 
architects  by  name  are  worth  $25/M  except  the  elite, 
196  naval  and  marine  architects  whose  names  can  be 
yours  for  only  $30.  It  costs  $50/M  to  learn  where  1 ,  1 70 
bathroom  remodelers  are  and  only  $40/M  for  White 
House  correspondents,  diug  industry  executives  and 
fire  sprinkler  installers.  Women  are  listed  separately 
under  such  categories  as  doctors,  financially  indepen- 
dent, garden  club  members,  heads  of  households 
(7,000,000  @  $25/M),  opportunity  seekers  and 
wrecking  contiactors. 

In  the  medical  data  bank  lists  of  Catholic  and  Jewish 
but  not  Protestant  physicians  are  available  at  $40/M. 
Costs  for  lists  of  specialists  including  ophthalmolo- 
gists are  available  too  at  varying  rates.  The  company's 
lists  of  specialists  cost  less  than  those  selected  from 
the  membership  of  the  AM  A.  the  former  going  at  $75 
the  minimum  order  and  the  latter  $  1 50.  There  must  be 
some  moral  here  or  at  least  some  differences  statisti- 
cally significant  enough  to  help  us  figure  who  is  more 
valuable  than  whom  but  the  person  who  draws  such 
conclusions  in  this  office  is  out  emptying  the 
wastebaskets. 

J.H.F. 
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Correspondence 


To  the  Editor: 

Several  well-known  allergists  have  signed  the  fol- 
lowing petition.  We  would  welcome  other  signatures 
from  any  one  interested  in  suppoiting  this  petition  to 
the  Food  and  Diug  Administration. 


RE:  CITIZEN  PETITION 

The  undersigned  submits  this  petition  to  request  the 
Commission  of  Food  and  Drugs  to  refiain  from  placing 
insect  whole-body  extracts  for  treatment  of  allergic 
reactions  to  insect  stings  in  Category  II  at  this  time. 

A.  Action  requested. 

That  insect  whole-body  extracts  not  be  placed 
in  Category  II  at  this  time,  but  consideration  of 
such  action  should  await  results  of  a  thorough 
clinical  study  of  the  efficacy  of  whole-body  ex- 
tracts. 

B.  Statement  of  Grounds. 

1.  It  is  our  clinical  experience  that  whole- 
body  extracts  have  provided  protection  for  95% 
of  our  insect-allergic  patients. 


2.  Venom  extract  immunotherapy  is  poten- 
tially hazardous  for  severely  insect-allergic 
patients. 

3.  Venom  extract  immunotheiapy  is  expen- 
sive and  may  discourage  some  patients  at  risk 
from  seeking  such  protection. 

4.  Supporters  of  venom  extract  immunother- 
apy believe  whole-body  extracts  are  ineffective. 
It  is  claimed  that  only  venom  extract  im- 
munotherapy raises  blocking  IgG  antibody 
levels  and  decreases  IgE  antibody  levels,  but  the 
role  of  IgG  as  a  blocking  mechanism  has  not  yet 
been  established,  nor  has  any  specific  IgG  pro- 
tective level  been  demonstrated. 

It  is  claimed  that  venom  extract  immunotherapy  is 
95%  effective.  Those  of  us  who  have  employed 
whole-body  extracts  for  many  years  can  claim  the 
same  95%  protection  rate  for  our  patients. 

C.  Environmental  impact  involved. 

Claude  A.  Frazier,  M.D. 
Doctors  Park,  BIdg.  4 
Asheville,  N.C.  28801 
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NEW  MEMBERS 

of  the  State  Society 


Aiken.  Jimel  Cvdrvnski.  MD.  (IM)  469  Hospitnl  Dr..  Gastoniu 
280.';: 

Atkinston.  Alvan  Williams,  MD,  (GS)  1.^00  St.  Mary's  St..  Raleigh 
27605 

Black,  John  .Alexander  (STUDENT)  Loncdale  .Avenue,  Winston- 
Salem  27  KB 

Boice,  John  Allison,  II,  MD  (RHU)  17  Bedford  Forest  Rd.,  Wil- 
mington 28401 

Bondurant,  Stuart,  MD,  (IM)  UNC  214  MacNider  Bldu..  Chapel 
Hill  27.M4 

Braden,  Gregory  Alan  (.STUDENT)  248  S.  Sunset  Dr..  Wm^ton- 
Salem  2710.^ 

Brooks.  Martin  Luther.  MD,  (GP)  711  Hichwav  E.  Box  ^7.  Pem- 
broke 28.^72 

Burnett.  Gordon  Bernard.  MD.  (P)  UNC  R-2.^6  Medical  .School 
WingC.  Chapel  Hill  27514 

Cabugwason,  Lucila  Noval.  MD,  (GP)  P.O.  Box  726.  Norwood 
28128 

Colina.  Ernesto  S.  MD  (GP)  P.O.  Box  226,  Cleveland  27015 

Cowherd.  David  Mcl.ellan  (STUDENT)  1.^  Nottincham  Road. 
Salisbury  28144 

Craddock.  I.arry  Wayne.  MD.  (OBG)  2711  Randolph  Rd.  #.M)I. 
Charlotte  28207 

Delta.  Basil  George,  MD.  (PHl  249  Billincsley  Road.  Charlotte 
28211 

Fabrey,  Robert  Hewitt,  MD,  (RESIDENT)  Box  1418,  Weaverville 
28787 

Forrest,  Terry  Lee  (STUDENT)  325  W.  Oakdale  St..  Mt.  Airy 
27030 

Foster.  William  Leicester.  Jr.  (DR)  Duke  Med.  Ctr.,  Dept.  Radiol- 
ogy. Durham  27710 

Gaither.  Daniel  Webster.  MD.  (ORS)  1012  Kincs  Dr.  Ste.  608, 
Charlotte  28283 

Glen,  Dulaney,MD.( I M)  250 Charlois  Blvd..  Winston-Salem  27103 

Golembe.  Barry  Louis,  MD,  (PDl  1350  S.  Kings  Dr..  Charlotte 
28207 

Goslen.  Junius  Blake.  III.  MD,  (D)702  Broad  Street.  Wilson  27893 

Goutos.  loannis  John  Demetrius,  MD,(IM)271I  Randolph  Rd.  Ste. 
507.  Charlotte  28207 

Hall.  Robert  Bryant.  MD.  (GP)  P.O.  Box  245,  Bunn  27508 

Harrison,  DaviJ  Glenn,  MD,  (IM)  1350  S.  Kincs  Dr..  Charlotte 
28283 

Hendrick,  William  Robert.  MD,  (AN)  1300  St.  Mary's  St..  Raleiuh 
27605 

Hill,  Edward  Gray  (.STUDENT)  900  S.  Church  .St..  Winston-Salem 
27103 

Holland.  Peter  Jay.  MD,  (RESIDENT)  12  Fearrinizton  Post, 
Pittsboro  27312 

Jackson,  David  Stone,  MD.  (FP)  .300  S.  Hawthorne  Rd..  Winston- 
Salem  27103 

Jacohson.  Peter  Lars.  MD.  (RESIDENT)  Polks  Landing.  Box  1 10, 
Chapel  Hill  27514 

Jensek,  Joseph  Gregory,  MD,  (IM)  1321  Cavendish  Ct.,  Charlotte 
28207 

Jones,  Brian  Christopher  (STUDENT)  1106  Burning  Tree  Dr., 
Chapel  Hill  27514 

Jones.  Sid  (STUDENT)  2000  S.  Eads  St.  #1032.  Arlington,  Va., 
22202 

Kepley,  Michael  Avery  (.STUDENT)  P.O.  Box  87.  Granite  Quarry 
28072 

Kumar,  Kamlesh,  MD,  (IM)  2325  Sunset  Ave..  Rocky  Mount  27801 


Kumar.  Satish  Kumar,  MD.  (IM)  2325  Sunset  .\ve..  Rocky  Mount 

27801 
Layton.  Dennis  Sheldon.  MD.  (IM)  1350  S.  Kiniis  Dr..  Charlotte 

28207 
Levine.  Max  Phillip.  MD.  (GS)  180  N.  Parkwood  Med.  Ctr..  Elkin 

28621 
Lyons,  James  Vincent.  MD.(R)  1111  Greenbriar  Rd..  Wilson  27893 
Marx.  Richard  .Samuel,  MD.  (ID)  ECU  Dept.  of  Medicine.  Green- 
ville 278.34 
McCormick.  Linda  C.  (.STUDENT)  P.O.  Box  498.  Dobson  27017 
Milner.  JoanGrode.  MD.  (PTH)  3.501  Lubbock  Dr.,  Raleigh  27612 
Monroe,  Charles  Timothy  (STUDENT)  Box  606.  Biscoe^  27209 
Nassef.  Louis  Andrew.  Jr..  MD,  (IM)  1202  Medical  Center  Dr.. 

Wilmington  28401 
Noble,  Keith  C.  MD.  (EM)  702-B  Doctors  Dr..  Kinston  28501 
Penovich.  Patricia  Ellen.  MD.  (Nl  Box  400.  Grimesland  27837 
Pinn.MelvinThomas.Jr..MD,(FP)5611  Ruth  Dr..  Charlotte  282 15 
Plummer.  Lloyd  Gordon.  MD.  (OBG)  1350  S.  Kinus  Dr..  Charlotte 

28207 
Pope.  Thomas  David,  MD.  (OBG)  500  E.  Parker  Rd..  Moruanton 

28655 
Quigless,  Milton  Douglas.  MD.  (GPI  1 100  Edmonson  .'\venue.  Tar- 

boro  27886 
Rendleman.  Daniel  Carl  ( STU  DENT)  703  W.  Council  St. .  Salisbury 

28144 
Russell.  David  Norman  (.STUDENT)  P.O.  Box  66.  Star  273.56 
Ryskiewich.   Paul   Daniel   (STUDENT)   I631-A   N.  W.   Blvd., 

Wmston-Salem  27104 
Scarft'.  John  Edwin.  Jr..  MD,  (U)  603  Beamon  St..  Clinton  28328 
.Shah,  Nandlal  Chimanlal,  MD,  (P)  1  Rotary  Dr..  Asheville  28803 
Stalheim.  Rodney  Martin.  MD.  (IM)  3I5-A  Mulberry  St..  SW.  Box 

1020.  Lenoir  28645 
Stringer.  Merle  Preston.  MD.(NS)  7  McDowell  St..  Asheville  28801 
Todd,  Stuart  Kittredce.  MD.  (GS)  100  Nash  Medical  Arts  Mall, 

Rocky  Mount  27801 
Virgili.  Frank  Loszes.  Jr..  MD.  (EM)  4000  Gloucester  Rd..  Rocky 

Mount  27801 
Warren.  Jeffrey  .Steven  (.STUDENT)  Box  2885.  Duke  Med.  Ctr.. 

Durham  27710 
Watson.  William  Bruce  (STUDENT)   Box  2893.   Duke   Medical 

Center.  Durham  27710 
Williams.  Robert  Lee,  MD,  (PD)  191  Glendare#l7.  Winston-Salem 

27104 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray.  Duke.  East  Carolina  and  UNC  Schools  of  Medi- 
cine. Dorothea  Dix.  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  .American  Medical  .Association.  Therefore  CME 
programs  sponsored  orcosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I  credit  toward  the  .AM.A's  Physician 
Recognition  .Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A  credit.  Where  A  AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  "place"  and  "sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion." 

April  9 
"Current  Topics  in  Infectious  Diseases" 
Place:  Pitt  County  Memorial  Hospital,  Greenville 


March  1980,  NCMJ 
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Fee:  $15 

Credit:  3  hours;  AMA  Category  I;  AAFP  approval  requested 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical   Education.   East  Carolina  University 

School  of  Medicine,  Greenville  27834 

April  11-12 

Frank  R.  Lock  OB/GYN  Symposium 

Fee:  $125 

Credit:  40  hours 

For  Information:  Emery  C.  Miller,  M.D 

tinuing  Education,   Bowman  Gray  School  of  Medicine 

ston-Salem  27103 


Associate  Dean  forCon- 
Win- 


April  12 

Update  in  Ophthalmology 

Place:  Berryhill  Hall 

Fee:  $30 

Credit:  3  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

April  16 

Annual  Symposium  on  Diabetes 

Credit:  5  hours 

For  Information:  William  Wood.  M.D.,  Director  of  Continuing 

Education.  UNC  School  of  Medicine,  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

April  16 

Dental  Medicine 

Place:  Flame  Steak  House,  Sanford 

Sponsor:   Lee  County  Medical  and  Dental  Societies  and  Wake 

AHEC 
Credit:  V/i  hours 
For  Information:  R.  S.  Cline,  M.D..  DirectorofContinuing  Medical 

Education.  Lee  County  Hospital,  Sanford  27330 


April  17 

9th  Annual  New  Bern  Symposium  —  Renal  Disease 
For  Information:  William  B.  Hunt.  Jr..  M.D..  Symposium  Director, 
P.O.  Box  2157.  New  Bern  28560 

April  18 

2nd  Annual  Health  Law  Forum 

Place:  Pitt  County  Memorial  Hospital 

Credit:  5  hours 

For  Information:  F.  M.  Simmons  Patterson.  M.D..  Assistant  Dean 

for  Continuing  Medical  Education.  ECU  School  of  Medicine, 

P.O.  Box  7224.  Greenville  278.34 

April  25-26 

Practical  Pediatrics 

Fee:  $35 

Credit:  9  hours 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

April  25-26 

3rd  Carolina  Ocutome  Workshop 

Fee  $300 

Credit:  13  hours 

For  Information:  William  Wood.   M.D..  Director  of  Continuing 

Education.  UNC  School  of  Medicine.  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

April  29-30 

How  to  Attack  Pain 

Place:  McKimmon  Center.  Raleigh 

Fee:  $45 

Credit:  8  hours 

For  Information:  Rose  Mary  Jones.  North  Carolina  State  Univer- 
sity. Division  of  Continuing  Education.  P.O.  Box  5125.  Raleigh 
27650 
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TEGA-CODE  TABLETS  C-111 

ANALGESIC     ANTIPYRETIC     SEDATIVE 

Each  tablet  contains: 

Acetaminophen   300  mg. 

Salicylamide    200  mg. 

*Sodium  Pentobarbital  (derivative  of  barbituric  acid) 10  mg, 

*Codeine  Phosphate   ( Vzgr,)  32.4  mg. 

*WARNING:    May  be  habit  forming. 

Action:     Combination  of  analgesic  and  antipyretic  with  sedative. 

Indications:     Indicated  in  cases  of  severe  pains,  especially  when  associated  with 

tension,  pains  and  discomforts  of  neuralgia,  rheumatism  and  arthritis. 

Precaution:     Use  with  caution  in  persons  with  known  allergies  to  salicylates  and 

barbiturates  and  in  those  with  active  peptic  ulcer. 

Warning:     Long  administration  may  cause  habituation. 

Side  Effects:     Large  doses  may  cause  nausea,  vomiting,  skin  rash  and  sometimes 

anaphylactic  reactions. 

Contraindications:     Idiosyncrasy  to  any  component. 

Supplied:     Available  in  bottles  of  100  and  1000. 

Dose:     Adults,  one  tablet  3  4  times  daily,  as  directed  by  a  physician. 

CAUTION:     Federal  Law  prohibits  dispensing  without  prescription. 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE.  CONSISTENT  WITH  QUALITY. 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  —  JACKSONVILLE,  FLORIDA  32205 
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April  28-May  2 
Nuclear  Cardiology 
fee:  $500 
Credit;  44  hours 

Hor Information:  Robert  H,  Jones.  M.D..  Duke  University  Medical 
Center,  Durham  27710 

May  1-4 

126th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Cluh,  Pinehurst 
For  Information:  William  N.  Milliard,  Executive  Director,  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

May  2 

1st  Annual  Meeting  —  North  Carolina  Medical  Directors  Associa- 
tion 
Place:  Sheraton  Convention  Center,  Southern  Pines 
For  Information:  James  S.  Forrester,  M.D.,  P.O.  Box  457,  Stanley 
28164 

May  5-9 

8th  Annual  Tutorial  Postgraduate  on  Abdominal  Imaging 
Sponsor:  Department  of  Radiology.  DUMC 
Fee:  $300 
Credit:  30  hours 

For  Information:  Robert  Mcl,elland.  M.D..  Radiology  —  Box  3808, 
Duke  University  Medical  Center.  Durham  27710 

May  5-9 

Radiology  of  the  Gastrointestinal  Tract 
Place:  Ramada  Inn.  Durham 
Credit:  30  hours 

For  Information:  Robert  McLelland.  M.D..  Radiology  —  Box  3808. 
Duke  University  Medical  Center.  Durham  27710 

May  7-8 

Breath  of  Spring.  "80  —  Respiratory  Care  Symposium 

Fee:  $35 

Credit;  9  hours 

For  Information;  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-S^^lem  27103 

May  16 

Pediatrics  Day 

Place:  Pitt  County  Memorial  Hospital 

Credit:  5  hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education,  ECU  School  of  Medicine, 

P.O.  Box  7224,  Greenville  27834 

May  16-17 

Intraocular  Lens  Workshop  —  Number  Three 

Place:  Berryhill  Hall 

Fee:  $5(X);  limited  to  30  participants 

Credit:  16  hours 

For  lnformation;William  Wood,   M.D.,   Director  of  Continuing 

Education,  UNC  School  of  Medicine.  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

May  21 

Infectious  Disease  and  Antibiotic  Update 
Place:  I.ee  County  Hospital.  Sanford 

Sponsor:  Lee  County  Medical  Society  and  Eli  Lilly  and  Company 
Credit:  3'/2  hours 

For  Information;  R.  S.  Cline.  M.D..  Director ofContinuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

May  21-23 

Raney  Visiting  Professorship  in  Orthopaedic  Surgery  Lectures 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

May  21-23 

31st  Scientific  Sessions  of  the  North  Carolina  Heart  Association 
Place:  Benton  Convention  Center.  Winston-Salem 
For  Information;  R.  R.  Robinson.  M.D..  American  Heart  Associa- 
tion, North  Carolina  Affiliate.  I  Heart  Circle.  P.O.  Box  26.36, 
Chapel  Hill  27514 

March  1980,  NCMJ 


May  23-25 
9th  Annual  Pediatric  Pulmonary  Disease  Conference 
Fee:  $40 
Credit;  12  hours 

For  InformaIion:Alexander  Spock.  M.D..  P.O.  Box  2994,  Duke 
University  Medical  Center.  Durham  27710 

May  3i-June  1 

Update  in  OB/GYN 

Place;  Blockade  Runner  Motel,  Wrightsville  Beach 
Fee:  $100 
Credit:  12  hours 

For  Information:  Luther  Talbert,  M.D.,  Department  of  OB/GYN, 
UNC  School  of  Medicine.  Chapel  Hill  27514 

June  7-8 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Blockade  Runner  Motel.  Wrightsville  Beach 

Fee;  $50 

Credit;  7  hours 

For  Information:  William  Wood.  M.D..  Director  of  Continuing 

Education.  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

June  19-21 

Mountain  Top  Medical  Assembly 
Place;  Waynesville 

For  Information:  Clinton  L.  Border.  Jr.,  M.D..  P.O.  Box  538, 
Waynesville  28786 

June  28-29 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Continiung  Education  Center,  Boone 

Fee:  $50 

Credit;  7  hours 

For  Information;  William  Wood,  M.D.,  Director  of  Continuing 

Education.  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

July  7-11 

2nd  Annual  Mountain  Meeting 

Place;  Great  Smokies  Hilton.  Asheville 

Fee:  $1.50 

Credit;  20  hours 

For  Information:  Emery  C.  Miller,  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

August  4-8 

8th  Annual  Beach  Workshop 

Place;  Myrtle  Beach  Hilton,  Myrtle  Beach.  South  Carolina 

Fee;  $150 

Credit;  20  hours 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 


ITEMS  OF  SPECIAL  INTEREST 

April  17-19 

American  Cancer  Society  National  Conference  Cancer  Prevention 
and  Detection 

Place:  Palmer  House.  Chicago 

Fee;  None 

Credit:  H'i  hours 

For  Information:  Nicholas  G.  Bottiglieri.  M.D..  American  Cancer 
Society,  National  Conference  Cancer  Prevention  and  Detection, 
777  Third  Avenue,  New  York,  New  York  10017 


PROGRAMS  IN  CONTIGUOUS  STATES 

April  10-13 

Newer  Concepts  in  Techniques  in  Radiology 

Place;  Holiday  Inn  1776.  Williamsburg.  Virginia 

Fee:  $175 

Credit:  14  hours 

For  Information:  William  Wood.   M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 
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April  U-12 

33rd  Annual  Stoneburner  Lecture  Series  —  Immunology  and  Im- 
mune Complexes 

Place;  Medical  College  of  Virginia 

Credit:  13  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 
Medical  Education.  Box  48,  MCV  Station,  Richmond.  Virginia 
23298 

April  25-27 

2nd  Annual  Emergency  Medicine  for  the  Primary  Care  Physician 

Place:  Williamsburg.  Virginia 

Sponsor:  Medical  College  of  Virginia 

Fee:  $150 

Credit:  13  hours 

For  Information:  Ms.  Glenda  Snow,  Continuing  Medical  Educa- 
tion. Medical  College  of  Virginia.  Box  48 —  MCV  Station.  Rich- 
mond. Virginia  23298 

April  27 

Prevention,  Detection  and  Management  of  Complications  Follow- 
ing Abdominal  Surgery 

Place:  Marriott  Hotel,  Atlanta 

Sponsor:  Southeastern  Surgical  Congress 

Credit:  8  hours  AMA  Category  I 

For  Information:  The  Southeastern  Surgical  Congress,  315 
Boulevard.  N.E..  Suite  500.  Atlanta.  Georgia  30312^ 

April  28-30 

48th  Annual  Southeastern  Surgical  Congress  Assembly 
Place:  Marriott  Hotel.  Atlanta 
Credit:  28'/2  hours  AMA  Category  1 

For  Information:  The  Southeastern  Surgical  Congress,  315  Boule- 
vard, N.E.,  Suite  500.  Atlanta.  Georgia  30312 

May  7-9 

1980  Southeast  Emergency  Medicine  Congress 

Place:  DeSoto  Hilton  Hotel.  Savannah.  Georgia 

Sponsors:  Southeast  Chapters  of  American  College  of  Emergency 

Physicians  and  Region  IV  of  the  Emergency  Department  Nurses 
For  Information:  R.  T.  Lowry.  M.D..  9()I-D  Kildare  Farm  Road. 

Gary  275 1 1 

May  21-23 

4th  National  Conference  on  Patient  Education  in  the  Primary  Care 

.Setting 
Place:  Hyatt  Regency  Hotel.  Memphis,  Tennessee 
Sponsor:  UniversityofTennessee,  Department  of  Family  Medicine 
For  Information:  Donna  Miller,  Ph.D..  66  North  Pauline.  Suite  233, 

Memphis,  Tennessee  38105 

June  18-21 

4th  Annual  Virginia  Beach  Update  in  Neuroscience 

Place:  Sheraton  Beach  Inn.  Virginia  Beach 

Credit:  I6'/2  hours 

For  Information:  Kathy  E.  Johnson.  Department  of  Continuing 

Medical  Education.  Box  48.  MCV  Station.  Richmond.  Virginia 

23298 

June  27-29 

1st  Annual  June  Beach  Weekend 

Place:  Hyatt  House.  Hilton  Head  Island,  South  Carolina 

Sponsors:  Bowman  Gray  School  of  Medicine  and  the  Medical  Col- 
lege of  Georgia 

Fee:  $125 

Credit:  12  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

July  22-26 
Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 
Sponsor:  Department  of  Neurology,  Vanderbilt  University  School 

of  Medicine 
Credit:  16  hours 
For  Information:  Vanderbilt  Continuing  Medical  Education.  3200 

West  End.  Suite  306.  Nashville.  Tennessee  37212 

The  items  listed  in  the  above  column  are  for  the  six  months 
immediately  following  the  month  of  publication.  Requests  for  listing 
should  be  received  by  "WHAT?  WHEN'  WHERE?"".  P.O.  Box 
27167.  Raleigh  2761 1,  by  the  lOth  of  the  month  prior  to  the  month  in 
which  they  are  to  appear.  A  "Request  for  Listing""  form  is  available 
on  request. 
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Quinamnri 


AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphafe  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a  G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients  Recovery  will  fol- 
low withdrawal  of  the  medication 
Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants, 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur  the  drug  should 
be  discontinued. 

DOSAGE  AND  ADMINISTRATION: 

1  tablet  upon  retiring  When  necessary, 

1  additional  tablet  may  be  taken  following  the 

evening  meal. 

Product  Information  as  of  September  1977 

US  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  USA. 

Licensor  of  Merrell" 


8-3305    IY37 


Quinamm 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 

specific  therapy  for  painful 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease . . .  consider  Quinamm . . .  simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . .  can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


dih^tidine 


as  r   '    How  Supplied:  Jt/j", 

^  _         Pale  green  300  mg.  tablets  J.^ 
in  bot^s  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  usjg^mily). 
'    Injection,  300  mg./2  ml., 
I  in  single-dose  vials 
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News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


In  November,  when  the  medical  alumni  presented 
their  Distinguished  Teaching  Awards,  it  was  very 
much  a  family  affair. 

The  awards  went  to  two  married  couples  —  John 
and  Susan  Dees,  and  Joseph  and  Dorothy  Beard. 
Their  combined  years  of  teaching  at  Duke  total  more 
than  150  years. 

The  awards  were  presented  Friday  evening,  Nov. 
16,  at  the  Medical  Alumni  Association  annual  awards 
banquet.  Also  honored  were  three  physicians  who 
received  Distinguished  Alumni  Awards. 

The  alumni  awards  went  to  Dr.  Thomas  B.  Fergu- 
son, professor  of  clinical  surgery,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis;  Dr.  Dean  T. 
Mason,  professor  of  medicine  and  physiology.  Uni- 
versity of  California  School  of  Medicine,  Davis;  and 
Dr.  Emile  M.  Scarpelli,  professor  of  pediatrics,  Albert 
Einstein  College  of  Medicine,  New  York. 


the  F.  G.  Hall  Laboratory  for  Environmental  Re- 
search (hyperbaric  chamber),  according  to  Dr.  Peter 
B.  Bennett,  professor  of  anesthesiology  and  director 
of  the  laboratory. 

Bennett  said  the  grant  will  enable  scientists  working 
at  the  facility  to  continue  a  variety  of  research  projects 
on  human  physiology  in  health  and  disease  for  the  next 
five  years. 

The  Hall  Laboratory  contains  eight  steel  chambers 
that  can  sustain  pressures  equivalent  to  those  any- 
where from  3,600  feet  beneath  the  sea  to  150,000  feet 
in  the  air. 

It  has  been  likened  by  some  observers  to  "a  sub- 
marine turned  inside-out,"  and  its  depth  capacity  is 
unmatched  anywhere  else  in  the  United  States. 

"Over  the  next  five  years,  we'll  be  conducting  a 
series  of  10  especially  deep  dives  to  determine  the 
effects  of  high  pressure  on  respiration  and  circula- 
tion," Bennett  said.  "In  addition  to  providing  us  with 
basic  information  about  the  human  body,  the  dives 
should  help  us  understand  what  factors  limit  the  ef- 
fectiveness and  safety  of  divers  who  work  underwater 
in  offshore  oil  fields." 


The  National  Heart,  Lung  and  Blood  Institute  has 
awarded  $2,733, 149  to  the  medical  center  in  support  of 


A  biomedical  instrument  designer,  working  with 
Duke  eye  surgeons,  has  created  what  may  be  the 
world's  smallest  pair  of  mechanical  scissors. 
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^^  AT  LEESBURG 

A  private  psychiatric  hospital  in  the  Virginia  countryside,  35  miles  west  of  Washington,  D.C. 


Individualized  and  confidential  care  in 
a  comfortable  therapeutic  environment 

i»  Suitable  for  the  most  demanding  patients 
including  professionals,  corporate 
executives,  government  officials,  and 
their  respective  family  members 

|»  A  broad  range  of  therapeutic  modalities, 
^    including  a  specialized  program  for  the 
treatment  of  alcohol-  and  drug-related 
>    problems 
I 

i  Accredited  by  the  Joint  Commission  on 

Accreditation  of  Hospitals  (JCAH) 

Brochure  availabie  upon  request 


President  of  the  Medical  Staff 
Leon  Yochelson,  M.D. 

Medical  Director 
Jesse  Rubin,  M.D. 

Clinical  Director 
C.Gibson  Dunn,  M.D. 

For  further  information,  contact: 

C.Gibson  Dunn,  M.D. 

Clinical  Director 

Springwood  at  Leesburg 

Ro\^2,Box44 

Leesburg,  Virginia  22075 

(703)  777-0800 
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The  new  scissors,  which  look  more  like  a  fountain 
pen  than  the  small  shears  found  in  grandmother's 
sewing  basket,  should  make  thousands  of  eye  opera- 
tions safer  and  more  effective,  according  to  Dr. 
Robert  Machemer.  chairman  of  ophthalmology  at 
Duke. 

They  are  formally  called  a  membrane  peeler  cutter 
or  MPC. 

"We  are  very  excited  about  this  instiument." 
Machemer  said  in  an  interview.  "I  presented  it  for  the 
first  time  at  a  recent  professional  meeting  in  Los 
Angeles,  and  the  ophthalmologists  there  immediately 
wanted  to  know  where  they  could  get  one." 

The  purpose  of  the  scissors,  according  to  their  de- 
signer Dyson  W.  Hickingbotham,  is  to  allow  eye  sur- 
geons to  cut  vision-threatening  scar  tissue  in  the  back 
of  the  eye.  The  scar  tissue,  which  results  from  injury 
or  severe  diabetes,  can  cause  blindness  by  pulling  the 
light  sensitive,  paper-thin  retina  away  from  its  proper 
position  lining  the  inside  of  the  eyeball. 


One  of  four  scientific  exhibits  receiving  awards  for 
outstanding  educational  value  at  the  Annual  Scientific 
Assembly  of  the  American  Academy  of  Family  Physi- 
cians was  "Mammography  for  the  Clinician"  pre- 
sented by  Dr.  Robert  McL.elland,  associate  professor 
of  radiology.  The  meeting  was  held  in  Atlanta. 


Dr.  Joseph  E.  Sokal,  research  professor  of  medicine 
has  won  the  William  H.  Wehr  Award  presented  each 
year  by  Roswell  Park  Memorial  Institute  in  Buffalo  for 
noteworthy  clinical  cancer  research. 


A  Duke  physician  who  is  trying  to  encourage  other 
doctors  to  reduce  heart  disease  in  this  country  has 
leceived  a  Preventive  Cardiology  Academic  Award 
from  the  National  Heart,  Limg  and  Blood  Institute. 

Dr.  Sue  Y.  S.  Kimm,  assistant  professor  of  pediat- 
rics, said  the  award,  a  $258,000  grant,  will  enable  her 
to  develop  a  curriculum  in  preventive  cardiology  first 
for  medical  students  and  later  for  post-graduate 
trainees  at  Duke. 

The  grant,  which  will  provide  most  of  Kimm's  sal- 
ary over  the  next  five  years,  also  will  support  a  nu- 
tritionist in  the  Department  of  Pediatrics.  10  summer 
fellowships  foi'  students  imd  a  number  of  visiting  pro- 
fessorships. 


When  John  Karis  of  Durham  wasa  16-year-old  high 
school  junior,  he  attracted  national  attention  by  de- 
signing and  constructing  an  electronic  device  that  is 
used  almost  every  dav  during  open  heart  surgery  at 
Duke. 

Now  18  and  a  freshman  in  electrical  engineeiing  at 
Princeton  University,  the  young  man  has  developed  a 
second  device  that  promises  to  be  even  more  impor- 
tant than  the  first. 


Karis'  new  invention  is  called  neuromuscular  block- 
ade monitor.  Its  purpose,  according  to  electrical  en- 
gineer Dr.  Larry  Burton,  is  to  increase  the  safety  of 
operations  by  showing  anesthesiologists  exactly  how 
relaxed  a  patient  is  at  any  given  moment  during 
surgery. 

"You  can  tell  the  same  thing  with  a  piece  of  equip- 
ment that  costs  about  $10,000,  but  that  machine  is 
much  more  complicated  to  operate,  and  as  a  result,  it's 
hardly  ever  used,"  Burton  said.  The  new  monitor, 
which  is  about  the  size  of  a  tape  recorder,  is  very  easy 
to  handle,  totally  safe  and  should  cost  less  than  $  1 ,000. 

The  inventor's  father.  Dr.  Joannes  H.  Karis,  is 
professor  of  anesthesiology  at  the  medical  center. 


Dr.  Elaine  K.  Crovitz,  associate  professor  of  medi- 
cal psychology,  presented  a  talk  titled  "Women  En- 
tering Medical  School:  The  Challenge  Continues"  at 
the  annual  meeting  of  the  American  Association  of 
Medical  Colleges  in  Washington,  D.C.,  on  Nov.  7. 

Crovitz's  talk,  which  was  given  at  a  "Women  in 
Medicine"  research  symposium,  outlined  the  prog- 
ress women  have  made  in  being  accepted  into  medical 
schools  in  the  United  States. 

It  also  examined  the  social  and  psychological 
pressures  that  have  combined  to  delay  most  of  that 
progress  until  the  last  five  years.  Since  1974,  Crovitz 
pointed  out,  there  has  been  a  140  percent  increase  in 
the  proportion  of  women  medical  students  in  this 
country,  indicating  a  greater  acceptance  of  women  in 
nontiaditional  loles. 

A  23-year-old  Swiss  nurse  paralyzed  from  the  neck 
down  in  a  scuba  diving  accident  in  Jamaica  on  Nov. 
15.  markedly  improved  after  more  than  one  week 
of  round-the-clock  treatment  in  the  hyperbaric 
chamber. 

Doctors  here  say  Elian  Gehrig,  who  developed  air 
bubbles  in  her  brain  after  returning  to  the  surface  too 
quickly  following  a  dive,  can  now  speak  and  move  her 
ai"ms  well. 

Because  she  has  increased  feeling  and  movement  in 
her  legs,  the  physicians  say  they  are  optimistic  about 
her  recovery. 

The  American  College  of  Obstetricians  and  Gyne- 
cologists ( ACOG)  has  awarded  first  place  in  its  junior 
fellow  scientific  paper  competition  to  Dr.  Daniel 
Clark-Pearson,  a  fellow  in  gynecologic  oncology  at  the 
medical  center. 

Clark-Pearson  leceived  $250  for  his  paper  titled 
"Diagnosis  of  Deep  Venous  Thrombosis  in  Obstetrics 
and  Gynecology  by  Impedance  Phlebography"  at  the 
recent  annual  District  Four  ACOG  meeting  in  Miami 
Beach,  Fla. 

The  physician's  article  described  the  first  applica- 
tion of  a  noninvasive  diagnostic  technique  to  women 
who  may  suffer  blood  clots  in  their  legs  during  or  after 
pregnancy. 
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Dv.  Henry  Kamin.  professor  of  biochemistry,  has 
Ibeen  named  vice  chairman  of  the  Food  and  Nutrition 
iBoardofthe  National  Academy  of  Sciences"  National 
Research  Council. 

Kamin,  who  began  a  three-year  appointment  on  the 
hoard  last  year,  will  serve  as  vice  chairman  through 
June  1980. 

Best  known  for  its  work  in  publishing  "Recom- 
mended Dietary  Allowances""  every  t1ve  years,  the 
Food  and  Nutrition  Board  also  advises  the  U.S.  gov- 
ernment and  other  groups  on  health,  food  safety, 
chemical  additives  in  food,  inteinational  nutrition 
•programs  and  food  resources. 


The  diagnosis  of  diseases  of  the  kmgs  and  airways 
through  the  microscopic  examination  of  individual 
.-ells  is  the  subject  of  a  new  book  JList  pLiblished  by 
Masson  Publishing  USA  Inc.  of  New  York  City  and 
Paris. 

The  book.  Diai,'nostic  Respiratory  Cytopathol- 
ivy,  was  written  by  Drs.  William  W.  Johnston,  di- 
rector of  cytopathology  at  Duke,  and  William  J.  Fra- 
ile,  director  of  surgical  pathology  and  cytopathology 
it  the  Medical  College  of  Virginia.  Both  are  also  full 
professors  at  their  institutions. 

The  authors  say  their  book  has  been  designed  for 
Tiedical  students,  physicians,  medical  technologists 


and  anyone  else  interested  in  lung  disease.  It  explores 
the  history  of  clinical  applications  and  technical 
methods  of  cytopathology,  a  relatively  young  science 
that  began  in  earnest  35  years  ago  with  the  develop- 
ment of  the  Pap  smear  as  an  early  test  for  cervical 
cancer. 


Dr.  Seymour  Grufferman,  assistant  professor  of 
pediatrics  and  director  of  the  Comprehensive  Cancer 
Center's  epidemiology  program,  has  been  appointed 
to  a  four-year  term  on  the  Clinical  Cancer  Program 
Project  and  Cancer  Center  Support  Review  Commit- 
tee of  the  National  Cancer  Institute.  Grufferman  also 
has  been  named  a  member  of  the  N.C.  Secretary  of 
Human  Resources'  Commission  on  Cancer  Control. 


The  Jay  M.  Arena  Fund  in  Pediatric  Pharmacology 
and  Toxicology  has  been  established  at  the  medical 
center.  It  honors  a  physician  who  has  spent  his  entire 
professional  career  as  a  Duke  pediatrician.  Arena  re- 
tired in  1979. 

Establishment  of  the  fund  was  announced  by  Dr. 
William  G.  Anlyan,  vice  president  for  health  affairs. 

"This  will  be  a  fund  to  sponsor  research,  treatment 
and  programs  in  the  area  of  understanding  and  con- 
trolling the  effects  of  toxic  agents  on  the  unborn  fetus. 


HOLLY  HILL  HOSPITAL— A  HOSPITAL  COMMUNITY 


-A  private,  psychiatric  hospital  serving  adults 
and  adolescents 

-An  open  nnedical  staff  w/ith  19  Psychiatrists 

-A  consulting  medical  staff  representing  all 
specialties 

-Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient's 
needs 

-Psychiatric  consultation  and  hospitalization 
on  a  24-hour  basis 


Fully  accredited  by  JCAH  for  adults,  ctiil- 
dren,  adolescents,  drug-alcotiol  abuse  and 
treatment 

Jcensed  by  the  State  of  North  Carolina 


For  further  information,  please  contact: 

Mr.  Cliff  Christiansen,  Administrator 

Dr.  Robert  L.  Green,  Jr.,  Medical  Director 

3019  Falstaff  Road 

Raleigh,  North  Carolina  27610 

(919)  755-1840 
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infant  and  child."  Anlyan  said.  "This  has  been  Dr. 
Arena's  main  interest  and  we  think  a  most  appropriate 
way  to  honor  him  as  he  retires." 

Former  students,  colleagues  and  friends  of  Arena 
have  already  begun  contributing  to  the  fund,  Anlyan 
said. 

Arena,  Duke"s  first  medical  graduate,  earned  his 
M.D.  in  1932.  He  pioneered  the  poison  control  center 
concept,  was  instrumental  in  developing  child-proof 
containers  for  medicines  and  toxic  products  and  is  the 
author  of  the  widely  acclaimed  textbook.  "Poisoning: 
Toxicology,  Symptoms,  Treatments,""  now  in  its 
fourth  edition. 


Dr.  Michael  R.  Nathan,  a  clinical  associate  in  the 
Department  of  Pediatrics  and  an  alumnus  of  the  medi- 
cal school,  died  Monday,  Nov.  4.  in  a  Greensboro 
hospital  as  a  result  of  gunshot  wounds  received  two 
days  earlier  when  violence  erupted  at  an  anti-Ku  Klux 
Klan  rally  in  which  he  was  participating. 

A  1969  Duke  graduate,  he  earned  his  M.D.  here  in 
1973.  He  had  been  chief  of  pediatrics  at  Lincoln 
Community  Health  Center  in  Durham  since  1978.  He 
held  a  Duke  faculty  appointment  because  he  super- 
vised the  work  of  residents  and  medical  students  at 
Lincoln. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine  has  ex- 
panded its  faculty  to  include  an  additional  10  fulltime 
faculty  members  and  10  members  of  the  part-time 
faculty. 

Those  joining  the  full  faculty  are  Dr.  E.  Ted  Chan- 
dler, associate  professor  of  medicine:  Dr.  Viola  R. 
Ebert,  instructor  in  neurology  (neuropsychology):  Dr. 
C.  Hugh  Everhart,  instructor  in  medicine  (pulmo- 
nary): Dr.  Benito  Galindo,  visiting  research  professor 
of  immunology;  Dr.  Jay  R.  Kaplan,  assistant  profes- 
sor of  comparative  medicine:  Dr.  Joseph  T.  0"Flah- 
erty,  assistant  professor  of  medicine  (infectious 
diseases/immunology):  Dr.  Paul  L.  Salisbury  III,  in- 
stmctor  in  dentistry:  Dr.  Lok  N.  Shandilya,  assistant 
professor  of  comparative  medicine:  Dr.  Michael 
Tytell,  assistant  professor  of  anatomy:  and  Dr.  Robert 
L.  Wykle,  research  associate  professor  of  biochemis- 
try. 

Appointments  to  the  part-time  faculty  went  to  Dr. 
Allan  C.  Barnes,  lecturer  in  obstetrics  and  gynecology 
(population):  Dr.  Joel  L.  Edwards,  clinical  instructor 
in  family  medicine:  Dr.  Otis  N.  Fisher,  clinical  in- 
stiTJCtor  in  radiology:  Dr.  James  C.  Johnson,  clinical 
professor  of  psychiatry:  Dr.  James  A.  McAlister  Jr., 
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Tenuate  (S 

(dielhylpropion  hyOrochloriile  NF) 

Tenuate  Dospan 

Idielhylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
manageinent  ol  enogenous  obesity  as  a  short-term  adjunct  (a  lew 
weeks!  in  a  regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agenis  of  Ihis  class  should  be  measured 
against  possible  risk  faciors  inherent  in  then  use  such  as  those 
desciibed  below 

CONTRAINDICATIONS:  Advanced  atieriosclerosis.  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a  history  of  drug 
abuse  During  or  within  14  days  lollowing  the  administration  ol  mono- 
amine oxidase  inhibitors,  Ihypettensive  crises  may  result) 
WARNINGS:  II  tolerance  develops,  the  recommended  dose  should 
not  be  enceeded  in  an  attempt  to  increase  the  elfect,  lathei,  the  diug 
should  be  discontinued  Tenuate  may  impair  the  ability  ol  Ihe  patient 
to  engage  in  potentially  hazardous  acliyities  such  as  opeiating 
machineiv  or  driving  a  motor  vehicle,  Ihe  palieni  should  Iherelore  be 
cautioned  accordingly  Drug  Dependence  Tenuale  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  Theie 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  ol  abuse  should  be  kept  in  mind 
when  evaluating  the  desiiability  ol  including  a  drug  as  partol  a  weight 
reduction  program  Abuse  ol  amphetamines  and  related  drugs  may 
be  associatetl  With  varying  degrees  ol  psychologic  dependence  and 
social  dysfunction  which,  m  the  case  ol  certain  drugs,  may  be  severe 
There  are  reports  ol  patients  who  have  increased  Ihe  dosage  lo  many 
times  that  recommended  Abrupt  cessation  following  prolonqed  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEC  Manifestations  of 
chronic  intoxication  with  anorectic  diugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  liom  schizophrenia  Use  in 
Pregnancy  Although  tat  and  human  leproductive  studies  have  not 
indicaleif  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Childien  Tenuale  is 
not  recommended  lor  use  in  children  under  12  years  ol  age 
PRECAUTIONS:  Caution  is  10  be  exercised  in  prescribing  Tenuate 
lot  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  ol  Tenuate  and 
the  concomitant  dietary  legimen  Tenuate  may  deciease  the  hypo- 
tensive efleci  of  guanethidine  The  least  amount  leasible  should  tie 
prescribed  01  dispensedal  onetime  in  Older  tominimizethepossibility 
of  overdosage  Reporls  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  inerelore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  ol  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  (iEACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  ol  blood  pressure,  precordial  pain,  arihylhmia  One  pub- 
lished report  descritjed  T-wave  changes  in  the  EGG  of  a  healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Cen/ra/Wefi'ous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  |it- 
teriness,  insomnia,  anxiety,  euphoria,  depression  dysphoria,  tremor, 
dyskinesia,  mydriasis,  (Jiowsiness  malaise,  headache,  rarely  psy- 
chotic episodes  at  recommended  doses  In  a  few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gaslroimeslinat 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  iliarthea,  constipation,  other  gastrointestinal  dislui- 
bances  Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upsel  Hema- 
lopoielic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A  variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuna,  increaseif  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  Idiethylpropion  hydro- 
chloiide)  One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  Idiethylpropion  hydrochloride)  controlleo-ielease  One  75  mg 
tablet  daily  swallowed  whole,  in  midmormng  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  slates  Fatigue  and  depression  usually 
follow  the  central  stimulation  Cardiovascular  elfects  include  airhyin- 
mias,  hypertension  or  hypotension  and  citculatory  collapse  Gastio- 
intestinal  symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps    Overdose  of  pharmacologically  similar  com- 
ppunds  has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  ol  acute  Tenuale  intoxication  Is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a  barbitu- 
late  Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate 10  permit  recommendation  in  this  regard  Intravenous 
phentolamine  iReqitme'l  has  been  suggested  on  pharmacologic 
grounds  foi  ppssible  acute,  severe  hypertensipn.  if  this  complicates 
Tenuate  oveidosage 
Product  Inlormation  as  of  April,  1976 
MERREll-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Metrell  Inc. 
Gincinnati.Ohio  45215.  USA 
Licensoi  ol  Merrell" 

References:  1 ,  Citations  available  on  tequesi  Irom  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES  Cincinnati, 
Ohio  45215  2,  Hoekenga,MT  ODillon  [Dillon]  RH  .andLevland, 
H  M  A  comprehensive  review  of  diethylpropion  hydrochloride  In, 
Central  Mechanisms  of  Anorectic  Drugs,  S  Gafattmi  and  R  Samanin, 
Ed   New  York.  Raven  Press  1978.  pp  391-404 
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Overweight  may  noTsHways  oe  simpn^ 
complications  can  deveiopt 

Complicated  or  not... 


(diethylpropion  hydrodiloride  NF) 

75  mg.  controlled-reiease  tablets 


A  useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a  successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a  useful  place  as  a 
short-term  adjunct  in  a  prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  wi+h  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a  social  and  a  psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  Nolessthan  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.'  And 
the  unique  chemistry  of  Tenuate  provides  "...anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.'^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 

Tenuate-it  makes  sense. 
|IVnd  it's  responsible  medicine 


■Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
Ihypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 
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For  prescribing  information  see  opposite  page. 


A  well-tolerated,  nonnarcotic  prescription  for  pain 
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Motrin  now  proved  an 

effective  analgesic 

for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

IVlotrin  400  mg 
ibuprofen 

.89 
(108) 

1.25 
(108) 

1.36 
(108) 

1.28 
(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon   65  mg 
propoxyphene 

.66 

(100) 

.99 
(99) 

1.13 
(96) 

.99 
(96) 

.80 
(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0  =  No  relief        1  =  Partis 

i\  relief        2  =  Complete  relief 

Data 

on  file  at  The  Upjotin  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin  4 


iDuproien,  uppnn 

•  Not  a  narcotic  •  Not  addictive  •  Not  habit  forming 

•  Rapid  analgesic  action  •  Indicated  in  acute  and  chronic  pain 

•  Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 

Please  turn  the  page  for  a  brief  summary  of  prescribing  information. 
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MOtrin®(ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (Ibuprofen.  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS), 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  vi/ith  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established,  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS, 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a  history  of  cardiac  decompensation, 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm,  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mottiers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 
Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%),  This  includes  nausea,*  epigastric  pain,'  heartburn;' 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness,  Dermalologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic:  Decreased  appetite,  edema,  'luid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS), 
'Incidence  3%  to  9%. 
Incidence  less  than  1  in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities,  Dermalologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Coniunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias,  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 
Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t,i  d,  or  q.id. 
Mild  to  moderate  pain:  400  mg  every  4  to  6  hours  as  necessary  for  relief  of  pain. 
Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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Kalamazoo,  Michigan  49001  USA 


Remember 

ZYliOPRIM       > 

the  original  (allopurinol) 

100  and  300  mg  ^ 

Scored  Tablets  ^B 


The  name 

Zyloprim 

IS  now 

imprinted  on 

each  tablet. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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What  would  you  call 

an  insurance  policy 

that  provides  the 

amount  of  coverage  you  want 

up  to  $5  million, 

with  expert  local  loss  control 

and  claims  service 

from  a  company 

with  20  years  of 

medical  liability  experience 

in  North  Carolina? 


Better. 


Our  claims-made 

contract  is 

responsive  to  the 

cost  of  claims, too. 

In  fact. today  North 

Carolina  doctors 

pay  rates  that  are 

the  lowest  of  2'^ 

states   where   we 

write  medical 

malpractice 

insurance.  For 

details  see  your  St. 

Paul  agent  ...your 

insurance  expert. 

We  keep  making 
insurance  better 

ismui 

Property  &  Liability 
Insurance 

>  f  /  ■-    '  J    Serving  you  Ifi'Ooqn  tndependenl  Aqenis   Si    Paul  Fire  anO  Maiine  Insurance  Company   St   Paul  Mercu'y  Insu'.ince  Company    The  Sf   PauMnsu'ance  Company 

■  Vfrn.'r^'^    Si   Paui  Guardian  instance  company    THe  Si    Paul  Insu'ance  Ccmpany  ol  llimo.s    P'Ope'ly  ana  Liarmnv  Allmaies  of  Tfie  Si    Paut  Companies  Inc     Sa.n1  Paul   Mmnesoia  55102 
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clinical  instructor  in  pathology;  Dr.  Joel  B.  Miller, 
clinical  instructor  in  obstetrics  and  gynecology;  Dr. 
Lawrence  R.  Singer,  clinical  instructor  in  obstetrics 
and  gynecology;  Dr.  Stephen  J.  Spann,  instructor  in 
fiimily  medicine;  Dr.  Richard  D.  Tester,  clinical  in- 
stiTJCtor  in  radiology;  and  Dr.  David  R.  Zaritzky, 
clinical  instructor  in  radiology. 


North  Carolina  Baptist  Hospital,  Bowman  Gray's 
principal  teaching  hospital,  has  become  a  charter 
member  of  the  Sun  Alliance,  a  new  organization  of  22 
hospitals  in  nine  southeastern  states. 

The  alliance's  primary  objective  is  health  care  cost 
containment. 

John  E.  Lynch,  director  of  Baptist  Hospital,  is  a 
member  of  the  board  of  trustees  of  the  alliance,  which 
is  headquartered  in  Charlotte. 

The  charter  member  hospitals  have  a  total  of  about 
1 3,000  beds.  Three  other  hospitals  are  expected  to  join 
the  alliance  in  the  near  future. 

To  be  considered  for  alliance  membership,  a  hospi- 
tal must  be  not-for-profit,  must  have  400  beds  or  more, 
must  be  well  managed  and  must  have  in  common  with 
other  members  such  things  as  management  strategies 
and  approaches  to  patient  care. 

The  alliance  is  based  on  the  concept  that  a  small, 


cohesive  group  of  larger  hospitals  can  realize  sub- 
stantial cost  savings  and  can  effectively  address  some 
mutual  concerns  through  a  flexible  organization  such 
as  the  Sun  Alliance. 

The  alliance's  initial  emphasis  will  be  on  group  pur- 
chasing of  capital  equipment,  the  development  and 
sharing  of  comparative  data  and  management  infor- 
mation among  members,  and  possible  group  arrange- 
ments with  specialized  consultants. 


With  the  help  of  special  inbred  guinea  pigs,  doctors 
in  a  new  cancer  research  project  at  the  Bowman  Gray 
School  of  Medicine  are  looking  for  better  methods  of 
diagnosing  and  treating  melanoma. 

Supported  by  a  $74,977  grant  from  the  National 
Cancer  Institute,  Dr.  Anne  Weeks,  assistant  professor 
of  microbiology  and  immunology,  will  produce  cancer 
in  the  guinea  pigs  and  then  will  treat  the  disease  with 
the  anti-tumor  vaccine.  BCG. 

According  to  Dr.  Weeks.  "Our  objective  is  to  inject 
the  BCG  vaccine  into  pre-cancerous  lesions  of  guinea 
pigs  and  destroy  the  tumor  cells  before  they  become 
malignant.  Eventually,  we  hope  to  adapt  its  use  to  the 
treatment  of  human  cancer.  One  advantage  of  BCG  is 
that  it  may  block  the  spread  of  cancer.  What  we  want 
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Saint  Albans  Psychiatric  Hospital 

An  accredited  private  nonprofit  psychiatric 
hospital  for  the  treatment  of  all  major 
psychiatric  illnesses,  including  alcoholism  and 
drug  abuse,  of  adults  and  adolescents. 


Radford,  Virginia  24141 
Telephone  703  639  2481 
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to  determine  is  at  which  one  of  the  early  stages  of 
melanoma  can  we  use  BCG  to  prevent  spreading." 
The  guinea  pigs  were  chosen  because  their  immune 
system  closely  resembles  that  of  man.  Inbreeding 
produces  animals  which  are  identical  genetically  and 
immunologically. 


Dr.  David  A.  Albertson,  assistant  professor  of 
surgery,  has  been  certified  as  a  fellow  in  the  specialty 
of  general  surgery  by  the  Royal  College  of  Physicians 
of  Canada. 


Kate  B.  Garner,  instructor  in  human  development, 
has  been  appointed  co-chairman  of  the  North  Carolina 
Families  Task  Force  by  Governor  James  Hunt. 


biology,  has  been  elected  councilor  of  the  North  Car- 
olina branch  of  the  American  Society  of  Micro- 
biology. 


Dr.  Robert  W.  Hamilton,  associate  professor  of 
medicine  (nephrology),  has  been  appointed  to  the 
Continuing  .Ambulatory  Peritoneal  Dialysis  Steering 
Committee  of  the  Artificial  Uremic  Kidney  Program. 
National  Health  Services.  He  also  has  been  appointed 
to  the  board  of  directors  of  the  Renal  Physicians  As- 
sociation. 


Dr.  C.  Nash  Hemdon,  Bowman  Gray's  associate 
dean  for  research  development,  has  been  selected  to 
serve  on  the  Special  Study  Section  for  Review  of 
Short-Term  Training  Grant  Applications  by  the  Divi- 
sion of  Research  Grants.  National  Institutes  of 
Health. 


Dr.  J.  Maxwell  Little,  professor  of  pharmacology. 
has  been  listed  in  the  41st  edition  of  "Who's  Who  in 
America"  and  the  5th  edition  of  "Who's  Who  in  the 
World."  Little  served  as  chairman  of  Bowman  Gray's 
Department  of  Pharmacology  until  1973.  when  he  re- 
signed his  administrative  duties.  The  department  is 
now  a  section  of  the  Department  of  Physiology. 

Little  joined  the  Bowman  Gray  faculty  in  1941.  and 
from  1957  to  1960  he  served  as  the  school's  assistant 
dean.  As  a  result  of  his  extensive  research  in  phar- 
macological problems,  he  is  listed  in  the  "World 
Who's  Who  in  Science." 


Dr.  Quentin  N.  Myrvik.  professor  and  chairman  of 
the  Department  of  Microbiology  and  Immunology, 
has  been  appointed  chairman  of  the  Advisory  and 
Educational  Committee  of  the  Association  of  Medical 
School  Microbiology  Chairmen.  The  committee  will 
compile  and  review  questions  to  be  included  in  a 
computer-based  test  item  bank  covering  microbiology 
and  immunology. 


Dr.  Stephen  H.  Richardson,  professor  of  micro- 


March  1980,  NCMJ 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Dr.  Robert  C.  Cefalo  has  joined  the  Department  of 
Obstetrics  and  Gynecology  as  professor  of  obstetrics 
and  gynecology  and  chief  of  the  division  of  maternal 
and  fetal  medicine. 

Cefalo,  who  was  appointed  Nov.  1,  succeeds  Dr. 
Edward  H.  Bishop,  professor  of  obstetrics  and 
gynecology  and  the  division's  first  director. 

Cefalo  received  his  medical  degree  in  1959  from  the 
Tufts  University  School  of  Medicine  and  a  Ph.D.  in 
biophysiology  and  biophysics  in  1974  from 
Georgetown  University. 

Although  he  said  he  plans  to  remain  in  the  clinical 
sphere  of  medicine.  Cefalo  said  the  understanding  of 


MonisE.  Cfiafetz,  M.D., 

Foundir\^  Dirrctor  of  the  Xational 

Institute  on  Alcohol  Abuse  and  Alcoholism, 

and  Chainrian  of  the  Board, 

Health  Institutes, 

is  pleased  to  announce 

Health  Institutes'  first  private 

residential  alcoholism  tiratment  facility 

FENWICK 
HALL 

in  Charleston,  South  Carolina. 

John  H.  Magill,  Rvecutive  Director. 
Lai'ton  McCurdv,  M.D.,  Medical  Director. 
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the  physiology  of  pregnancy  can  be  clinically  applied. 
He  has  a  special  interest  in  studying  fetal  physiology 
as  applied  to  the  pregnant  ewe. 

Before  his  most  recent  appointment,  Cefalo  was 
assistant  chairman  of  obstetrics  and  gynecology  and 
director  of  residency  training  at  the  National  Naval 
Medical  Center  in  Bethesda,  Md.  He  held  appoint- 
ments as  professor  of  obstetrics  and  gynecology  at  the 
Uniformed  Services  University  of  Health  Sciences 
and  was  an  associate  professor  of  obstetrics  and 
gynecology  as  well  as  physiology  and  biophysics  at 
Georgetown  University.  Cefalo  received  his  entire 
training  in  obstetrics  and  gynecology  in  the  U.S.  Navy 
Medical  Corps  and  spent  21  years  of  active  duty  in  the 
Navy. 

A  misguided  agent  of  the  body's  defense  system 
that  attacks  cells  in  the  brain  has  been  identified  by 
scientists  at  the  University  of  North  Carolina  at 
Chapel  Hill  medical  center  as  a  likely  cause  of  sei- 
zures, psychoses  and  other  brain  disorders  in  people 
with  lupus. 

"The  cause  of  these  neurological  problems  has  been 
one  of  the  biggest  puzzles  in  this  area  of  medicine." 
said  Dr.  John  Winfield,  professor  and  chief  of 
rheumatology  and  immunology. 


But  now  Winfield  and  his  associate.  Dr.  H.  A.  Wil- 
son, may  have  discovered  the  puzzle's  most  important 
missing  piece.  They  have  identified  a  specific  immune 
system  antibody  that  has  been  shown  in  laboratory 
tests  to  attack  brain  cells.  This  anti-brain  antibody  was 
subsequently  found  in  blood  samples  from  about  80 
percent  of  Winfleld's  lupus  patients  who  experienced 
brain  disorders. 

Wintleld  said  this  finding  suggests  that  the  newly 
discovered  anti-brain  antibody  produced  by  the 
body's  immune  system  may  be  responsible  for  some 
of  the  more  serious  brain  disorders  suffered  by  people 
with  lupus.  The  next  step,  he  said,  will  be  to  chemi- 
cally dissect  brain  cells  in  the  laboratory  to  find  out 
precisely  which  molecules  in  the  cells  are  targets  for 
the  antibody. 


Michael  C.  Brown,  a  member  of  the  board  of  direc- 
tors of  North  Carolina  National  Bank  in  Wilmington, 
has  been  named  to  the  board  of  directors  at  North 
Carolina  Memorial  Hospital. 

Brown,  66,  a  former  vice-president  of  NCNB- 
Wilmington.  was  appointed  to  the  hospital  board  by 
the  University  of  North  Carolina  at  Chapel  Hill  Board 
of  Trustees  following  recommendation  by  the  hospital 
board. 
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An  apple  a  day  worft 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a  minimum 
28-day  program. 

Do  you  have  a  patient  vjrho  needs  this  kind  of  help? 
You  probably  do  because   the  illness  is  sneaky.  For 
more   information   and  guidelines  on  how  to  identify 
'^^'--se  patients,  write  to  us.  ' 


ItUMAM^OM^    \^Tty»f»*tcJL 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 


(912)764-6236 


J.C.A.H.  ACCREDITED 
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The  Wilmington  native  had  been  with  NCNB  since 
1948  until  his  retirement  in  1978.  He  served  as  senior 
vice  president  from  1960-78. 

Active  in  numerous  business  and  civic  organiza- 
tions. Brown  has  served  as  president  of  the  Eastern 
Business  Development  Corp.,  as  a  trustee  at  New 
Hanover  Memorial  Hospital  in  Wilmington,  and  as  a 
member  of  the  United  Fund,  the  American  Red  Cross 
and  the  Chamber  of  Commerce. 

He  ciurently  serves  as  director  of  the  Cornelia 
Nixon  Davis  Nursing  Home,  as  a  member  of  the  City 
Parking  Commission  in  Wilmington  and  as  a  trustee  of 
the  Champion  McDowell  Davis  Charitable  Founda- 
tion. 


Dr.  Eugene  S.  Mayer,  professor  of  family  medicine 
and  medicine  and  associate  dean  of  the  School  of 
Medicine,  has  been  elected  president  of  the 
Durham-Orange  Medical  Society  for  1980. 

Mayer  is  also  director  of  the  state's  Area  Health 
Education  Centers  program  and  adjunct  associate 
professor  in  the  School  of  Public  Health. 

The  Durham-Orange  Medical  Society,  with  a  mem- 
bership of  more  than  600  physicians,  works  to  im- 
prove the  health  in  the  two  counties  by  organizing 
projects  to  attack  specific  health  problems,  by  estab- 
lishing information  programs  and  by  sponsoring  con- 
tinuing education  programs  for  practicing  physicians. 


Heather  Notermans,  an  intensive  care  nurse  at 
North  Carolina  Memorial  Hospital,  has  been  certified 
by  the  American  Association  of  Critical  Care  Nurses 
in  recognition  of  her  expertise  in  the  field.  Notermans 
is  a  nurse  clinician  in  N.C.  MemoriaFs  ICU. 

Notermans,  a  native  of  London,  worked  in  several 
large  teaching  hospitals  in  England  before  coming  to 
N.C.  Memorial  in  April  1978.^ 

N.C.  Memorial  is  setting  up  a  series  of  courses  to 
help  other  ICU  nurses  who  are  interested  in  studying 
for  critical  care  certification. 


An  endangered  species'  tight  for  survival  was  given 
a  boost  recently  by  eye  specialists  at  the  University  of 
North  Carolina  at  Chapel  Hill  medical  center.  They 
performed  cataract  surgery  to  help  a  ruddy-headed 
goose  see  his  way  clear  to  produce  offspring. 

The  15-year-old  male  goose,  which  lives  on  a  wa- 
terfowl preserve  near  Greensboro,  had  previously  lost 
one  eye  in  an  accident.  Development  of  a  cataract  on 
his  remaining  eye  left  the  goose  almost  totally  blind 
and  unable  to  mate. 

"Visual  stimuli  apparently  are  very  important  in  the 
mating  process,"  explained  Dr.  Robert  Peiffer,  a  vet- 
erinary eye  specialist  who  works  with  the  medical 
center's  research  animals.  "We just  wanted  to  restore 
sight  so  he  could  mate." 

The  delicate  cataract  removal  was  performed  under 
a  microscope  by  Dr.  Kenneth  Cohen. 

March  1980,  NCMJ 


"We  just  thought  that  since  this  goose  was  a  mem- 
ber of  an  endangered  species,  it  was  important  to 
provide  this  service  from  an  ecological  standpoint," 
said  Peiffer. 


The  School  of  Medicine  has  been  awarded  a 
Wellcome  Visiting  Professorship  to  host  a  distin- 
guished biochemist  and  1959  Nobel  prize  winner. 

Dr.  Arthur  Romberg,  professor  of  biochemistry  at 
the  Stanford  University  School  of  Medicine,  will 
spend  April  28-May  2at  UNC-CH,  where  he  will  teach 
and  engage  in  discussions  with  students  and  faculty  of 
the  School  of  Medicine  and  the  Cancer  Research 
Center. 

This  year,  UNC-CH  is  among  18  universities  to  host 
a  Wellcome  Visiting  Professor  chosen  by  the  Federa- 
tion of  American  Societies  for  Experimental  Biology 
and  the  Burroughs  Wellcome  Fund. 

The  Cancer  Research  Center  is  sponsoring 
Romberg's  visit.  While  here,  Romberg  also  will  de- 
liver the  distinguished  Wellcome  Lecture  on  a  subject 
related  to  biochemistry  on  April  29. 


Dr.  Brian  Stabler,  associate  professor  of  psychia- 
try, has  been  awarded  a  New  Investigator  Research 
Grant  by  the  Cystic  Fibrosis  Foundation.  The  award, 
totaling  more  than  $29,000.  will  support  Dr.  Stabler's 
study,  titled"Facilitating  Positive  Psychosocial 
Adaptation  in  Children  with  Cystic  Fibrosis  by  In- 
creasing Family  Communication  and  Problem-Solv- 
ing Skills." 

"Dr.  Stabler's  research  will  eventually  help 
psychological  as  well  as  medical  specialists  in  their 
efforts  to  improve  the  quality  of  life  for  a  chronically  ill 
patient  and  his  family."  said  Robert  P.  Pace,  president 
of  the  N.C.  chapter  of  the  CF  Foundation. 


Dr.  Donald  C.  Whitenack,  associate  professor  of 
family  medicine,  has  been  named  a  fellow  of  the 
American  .Academy  of  Family  Physicians. 


Dr.  Frank  C.  Wilson,  professor  and  chief  of  or- 
thopaedic surgery,  participated  in  the  meeting  of  the 
House  of  Delegates  of  the  American  Medical  Associ- 
ation at  the  interim  meeting  of  the  association  Nov. 
30-Dec.  5  in  Honolulu.  Wilson  represented  the  Ameri- 
can Academy  of  Orthopaedic  Surgeons  in  the  House 
of  Delegates. 


Dr.  Philip  D.  Buchanan,  adjunct  assistant  professor 
of  pediatrics,  presented  a  seminar  on  "Gene  Regula- 
tion and  Preliminary  Linkage  Studies  of  Human  Im- 
munoglobulin Genes  Using  Human-Mouse  Hybrids" 
Dec.  5  at  Princeton  University's  Department  of  Bio- 
chemical sciences. 
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Dr.  David  L.  Beckman,  professor  of  physiology  at 
the  East  Carolina  University  School  of  Medicine,  has 
received  a  grant  from  the  National  Research  Council 
to  attend  the  International  Congress  of  Physiological 
Sciences  in  July  in  Budapest.  Hungary. 

Beckman  will  present  a  paper  dealing  with  the  ef- 
fects of  stress  on  the  development  of  respiratory  dis- 
tress syndrome,  particularly  pneumonia.  The  grant 
provides  air  travel  to  Budapest  and  Milan,  Italy,  the 
site  of  a  major  conference  on  respiration  also  being 
held  in  Europe  this  summer. 

According  to  Beckman,  car  accidents,  major  burns 
and  some  surgical  procedures  cause  general  stress 
which  may  stimulate  the  nervous  system  in  a  way  that 
produces  pneumonia.  His  data  indicate  the  condition 
is  caused  by  stimulation  of  the  nervous  system  and  not 
activity  of  the  adrenal  gland  previously  thought  to 
trigger  the  syndrome.  Beckman's  studies  focus  on 
head  injuries.  He  reports  that  in  one  animal  model  65 
percent  of  the  head  injuries  produced  pneumonia. 

The  School  of  Medicine's  new  vivarium  opened  in 
January  at  the  school's  health  science  campus  adja- 
cent to  Pitt  County  Memorial  Hospital.  The  $2.5  mil- 


lion facility  and  a  nearby  utility  plant  are  the  first  two 
buildings  to  open  on  the  40-acre  site  that  will  be  the 
permanent  home  for  the  school.  The  vivarium  makes 
available  needed  research  services  to  clinical  faculty 
whose  offices  are  located  in  the  hospital  teaching 
addition. 

Several  faculty  members  recently  have  received 
grants  to  support  their  research  and  medical  school 
programs. 

Drs.  Judith  M.  Thomas,  Francis  T.  Thomas  and 
Andre  Van  Rij  from  the  Department  of  Surgery  re- 
ceived a  $33,347  grant  from  the  National  Institutes  of 
Health  for  a  project  on  "Cellular  Immunity  in  Renal 
Transplant  Recipients."  Another  project,  "Action  of 
Rabbit  Anti-Human  Thymocyte  Globulin,"  is  sup- 
ported by  an  $80,326  grant  from  NIH. 

Dr.  Andrea  L.  Hunter,  assistant  professor  of 
pharmacology,  is  investigating  "Hepatotoxic  Effects 
of  Thiono-Sulfur  Compounds"  under  a  $40,963  grant 
from  the  Public  Health  Service. 

Dr.  George  J.  Kasperek,  associate  professor  of  bio- 
chemistry, has  received  $3,000  from  the  N.C.  United 
Way  to  study  "Hepatic  Protein  Loss  in  Exercised 
Rats." 

*         *         * 

The  medical  school's  second  annual  Health  Law 
Forum  will  be  held  April  17-18  in  Greenville.  Edward 
E.  Hollowell,  lecturer  in  forensic  pathology,  will  serve 
as  program  director. 


Free,  Professional,  Confidential 

Problem  Pregnancy  Counseling 


Our  counselor  will  travel  to  your  patient 
if  she  cannot  come  to  our  office. 


The  Children's  Home  Society  of  N.C,  Inc. 

founded  1903 
P.O.  Box  6587  Greensboro,  N.C.  27405 


Asheville  (704)  258-1661 
Chapel  Hill  (919)  929-4708 
Charlotte  (704)  334-2854 


Fayetteville  (919)  483-8913 
Greensboro  (919)  274-1538 
Greenville  (919)  752-5847 


Wilmington  (919)  799-0655 
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PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  "doctor  shopped"  all  over  town. 

DON'T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  "there"  and  have 
incomplete  information  is  unimportant. 

DON'T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a  possible  complication  or  bad  result  occurs,  it's  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON'T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don't  record  broken  appointments  or  the  patient's  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON'T  seek  a  consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DOpersistwith  high  pressure  billing  practices  that  could  inflameapatient,forwithout  first 
reviewing  the  chart  or  making  a  sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a  genuine  issue. 

DON'T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a  patient  to  seek  redress  —  against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a  Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO. 


BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


Month  in 
Washington 


Soviet  military  adventuring,  growing  debate  on  the 
strength  and  readiness  of  our  armed  forces,  and  a 
presidential  election  foretell  little  attention  to  medical 
matters  in  the  second  session  of  the  96th  Congress. 
But  Capitol  Hill  soothsayers  have  not  always  been 
correct. 

The  president,  in  his  State  of  the  Union  message, 
asked  the  Congress  to  approve  his  plan  for  national 
health  insurance,  stating  it  is  "...  the  solution  to  the 
thirty  years  of  congressional  battles  on  national  health 
insurance.""  He  also  urged  the  Senate  to  rescue  his 
hospital  cost  containment  proposal,  declaring  that  the 
■'longerwedelay  enacting  cost  containment,  the  more 
expensive  our  fight  against  hospital  inflation  will  be- 
come."" The  president  later  in  his  budget  message 
spelled  out  more  details  of  his  administration's  think- 
ing about  the  federal  government's  health  policies. 


The  Carter  administration  has  asked  Congress  to 
approve  a  $61  billion  budget  for  health  programs,  $5 
billion  more  than  last  year,  largely  because  of  the 
increased  cost  of  Medicare  and  Medicaid. 

The  budget  for  fiscal  1981,  the  year  starting  October 
1,  was  marked  by  "overall  fiscal  restraint""  due  to  the 
exigencies  of  inflation  and  international  confronta- 
tions, but  most  health  programs  were  ticketed  for 
modest  increases.  The  notable  exception  was  aid  for 
medical  education,  where  the  administration  again 
proposed  eliminating  capitation  aid  and  reducing 
funds  for  nurses"  training. 

A  renewed  plea  was  made  for  passage  of  President 
Carter"s  National  Health  Plan,  but  significantly,  no 
start-up  funds  were  set  forth  in  the  budget. 

The  administration  also  optimistically  assumes  that 
Congress  will  approve  the  Hospital  Cost  Containment 
Act  (with  a  claimed  result  of  annual  "savings"'  of  $700 
million)  despite  House  defeat  last  year. 

The  Health,  Education  and  Welfare  Department 
asked  for  $222.9  billion,  of  which  $153  billion  rep- 
resented Social  Security  disbursements  and  $51  bil- 
lion was  for  Medicare  and  Medicaid,  up  $5  billion. 

The  budget  allocated  $326  million  for  support  of 
health  professions  training  programs  but  states  that 
by  1990  the  supply  will  exceed  the  need,  especially  for 
physicians.  The  end  of  capitation  grants  to  medical 
schools,  a  serious  fiscal  blow  to  the  schools,  would  be 
accompanied  by  a  $77  million  cut  in  support  of  nurse 
education. 

The  administration's  new  health  manpower  pro- 


gram has  not  yet  been  sent  to  Congress,  so  the  law- 
makers probably  won't  have  time  to  act  this  year  and 
may  pass  a  one-year  extension  of  existing  aid. 

The  budget  provides  a  $17.7  million  increase,  up  to 
$83.2  million,  for  expanded  programs  to  train  primary 
care  physicians. 

An  additional  765  new  and  converted  first-year 
family  medicine  residencies  will  be  created  nationally, 
bringing  the  total  to  3,265.  Also  proposed  are  147  new 
first-year  residencies  in  other  primary  care  specialties 
such  as  general  internal  medicine  and  general  pediat- 
rics. 

Support  for  direct  health  services  in  community 
health  centers  and  migrant  health  centers  would  be 
$436  million,  an  increase  of  $54  million. 

The  budget  for  the  National  Health  Service  Corps 
(NHSC)  would  total  $134  million,  up  $52  million.  This 
would  increase  the  present  coips  by  1,700  so  that 
4,500  health  care  professionals  would  be  serving.  At 
the  same  time,  the  NHSC  scholarship  program,  with 
an  additional  $8  million,  would  be  providing  $94  mil- 
lion in  support  of  6,700  students  who  later  would  join 
the  corps. 

Funds  for  the  maternal  and  child  health  grants  to 
states  and  family  planning  programs  were  set  at  $537 
million,  a  $27  million  increase. 

A  total  of  $565  million  was  earmarked  for  the  Indian 
Health  Service,  a  $50  million  increase. 

The  administration  is  requesting  $69  million  —  a  $10 
million  increase  —  to  support  36  new  Health  Mainte- 
nance Organizations  (HMOs)  and  to  expand  47  exist- 
ing HMO  plans. 

The  president's  budget  request  for  all  mental  health 
activities  in  1981  is  $671.3  million:  $367,775,000  for 
services,  $162,964,000  for  research,  $90,354,000  for 
training,  $12.1 17,000  for  formula  grants  to  states  and 
$38,1 13,000  for  administration. 

The  Medicare  and  Medicaid  programs  would  be 
expanded.  Legislation  will  be  sought  to  eliminate  the 
Medicare  requirement  that  beneficiaries  be  hos- 
pitalized for  three  days  before  they  are  eligible  for 
home  health  care  services.  Funds  were  proposed  for  a 
Medicare  demonstration  project  to  determine  the 
costs  and  practicality  of  payment  to  home  health  aides 
for  providing  routine  homemaker  services,  in  con- 
junction with  home  health  care. 

The  overall  Medicare  and  Medicaid  budget  request 
for  1981  is  $53.2  billion,  an  increase  of  $5.4  billion. 
This  proposal  includes  $403  million  for  the  Child 
Health  Assurance  Program  (CHAP)  now  under  con- 
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Hemoccult 


The  world's  leading  test  for 
fecal  occult  blood. 


Routine  digital  examination 
<plores  only  8  cm.  of  the  colon, 
igmoidoscopy  reveals  an  additional 
'  cm.  But  colorectal  cancer  can  occur 
irougliout  the  colon.  And  it's  often 
symptomatic. 

That's  why  the  Hemoccult*  test  is  so 
liuable  as  a  preliminary  diagnostic  screen 
ie  Hemoccult*  test  is  a  reliable  detector 
blood  throughout  the  colon. 
In  addition,  it's  accurate,  inexpensive, 
mple  to  use  and  easy  to  read.  The  test 
in  be  done  in  your  office  in  minutes, 
given  to  your  patient  to  take  home  and 
■turn  by  mail. 

More  than  1 14,000  cases  of  colorectal 
incer  will  occur  in  the  United  States 
is  year  The  earlier  they  are  diagnosed, 
e  greater  the  chances  for  successful 
aatment.  Send  for  your  free  Hemoccult® 
arter  package,  today 

iemoccult'  is  available  through  local  distributors,  nationwide. 


^SmithKhne  Diagnostics.  1980 


When  painful  spasm 
i      is  tlie  presenting 

symptom . . . 


in  the  functional  bowel/irritable  bowel  syndrome^ 


Bentyl 


® 


(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg./ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.I.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2  cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. .  .  Bentyl  produced  definite  relaxation  in  8  of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3  of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl. 


'The  correlation  of  spasm  relief  and  drug  given  was  excellent. 


*This  drug  has  been  classified    probably   effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 

Merrell 


Reference: 

King.  J.C.  and  Starkman,  N  M  :  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination   A  preliminary  report. 
Western  Med.  5;356-358,  1964 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Syrup.  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Bnel  Summary 


INDICATIONS 

Based  on  a  review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classilied  the  (ollowmg  indications  as  "prob- 
ably" etlective: 

For  the  treatment  ot  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colihs)  and  acute  enterocolitis 
THESE  FUNCTIONAL   DISORDERS  ARE  OFTEN   RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  m  the  treatment  of  infant  colic  (syrup). 
Final  classification  of  the  less-than-eflective  indications 
requires  (urther  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  ot  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  V^ARNINGS  In  the 
presence  of  a  high  environmental  temperature,  heal  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
inteshnal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  m  activities  requiring  mental  alertness  such  as 
operating  a  motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  o!  dicyclomine  hydro- 
chloride m  glaucoma  or  m  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  tn  patients  known  to  have  or 
suspected  ot  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a  paralytic  ileus  and  (he  use  of 
ttiis  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  ot  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a  curare-like  action  may  occur. 
ADVERSE  RE,'\CTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia:  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia,  palpitations, 
mydriasis,  cycloplegia;  increased  ocular  tension:  loss  of  taste; 
headache;  nervousness,  drowsiness:  weakness,  dizziness,  insom- 
nia: nausea,  vomiting,  impotence,  suppression  of  lactation,  con- 
stipation, bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations:  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating  With 
the  injectable  form  there  may  be  a  temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage.  Bentyl  10  mg.  capsule  and  syrup:  Mults  1  or  2 
capsules  or  teaspoonfuls  syrup  three  or  tour  times  daily  Chddren 
1  capsule  or  teaspoonful  syrup  three  or  tour  times  daily  Infants  '7 
teaspoonful  syrup  three  or  four  times  daily.  {May  be  diluted  with 
equal  volume  ot  water )  Bentyl  20  mg  .  AdvHs  1  tablet  three  or  four 
times  daily  Bentyl  Injection  Adulis  2  ml  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  d'lated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chlortde  USP) 
should  be  used. 
Product  Information  as  of  October.  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swiltwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur,  Illinois  62525  lor  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215.  U.S.A. 


Merrell 

MERHELL  NATIONAL  LABORATORIES 
Division  of  Ric'iardson-Merfell  Inc 
CifKinnali.  Ohio  45215,  USA. 


sideration  in  the  Congress.  CHAP  would  extend 
health  care  to  an  additional  two  million  poor  children 
not  now  eligible  for  Medicaid. 

Expanded  services  to  migrant  children  and  to  poor 
children  in  urban  areas  would  result  from  a  proposed 
$90  million  increase  in  the  budget  for  the  Head  Start 
Program. 

The  budget  targets  $859  million,  up  587  million,  for 
the  Public  Health  Service  to  promote  healthful  life- 
styles, provide  preventive  health  services  and  protect 
consumers  and  persons  in  the  workplace. 

The  National  Institutes  of  Health  budget  is  $3.6 
billion,  a  $139  million  increase.  Only  minor  additional 
funds  were  sought  for  the  1 1  institutes.  The  National 
Cancer  Institute  continues  to  get  the  most,  $1  billion, 
with  Heart.  Lunu  and  Blood  next  at  $548  million. 


The  administration  plans  to  amend  its  National 
Health  Plan  to  eliminate  the  requirement  that  reim- 
bursable chiropractic  services  can  be  provided  only 
on  referral  from  physicians. 

Stuart  Eizenstat.  domestic  affairs  aide  to  Presi- 
dent Carter,  told  the  American  Chiropractic  Associa- 
tion and  the  International  Chiropractors  Association 
in  a  letter  that  "initial  specifications  for  the  ad- 
ministration's legislation  were  altered  to  provide  a 
detlnite  role  for  chiropractors"  following  talks  with 
chiropractic  officials. 

HEW  will  soon  be  sending  Congress  a  technical 
amendment  to  provide  chiropractors  a  greater  role  in 
the  plan,  according  to  Eizenstat. 

The  Medicare-Medicaid  amendments  being  consid- 
ered in  the  House  and  Senate  also  relax  requirements 
for  chiropractic  reimbursement.  The  House  measure 
changes  present  requirements  by  reimbursing  chiro- 
practors for  the  costs  of  x-rays  to  diagnose  subluxa- 
tion of  the  spine.  Reimbursement  also  is  allowed  if 
subluxation  is  demonstrated  through  clinical  finding 
without  x-ray.  The  Senate  bill  follows  the  latter  provi- 
sion, simply  dropping  the  requirement  for  x-ray  to 
demonstrate  subluxation. 


American  physicians  have  chalked  up  a  "massive 
accomplishment"  in  keeping  medical  fees  below  the 
Consumer  Price  Index  (CPI)  in  a  time  of  galloping 
inflation,  according  to  James  H.  Sammons,  M.D., 
executive  vice  president  of  the  AMA. 

Physicians  "have  clearly  demonstrated  their  inten- 
tion to  make  the  Voluntary  Effort  (VE)  work."  Dr. 
Sammons  said.  "We  are  going  to  continue  to  extend 
our  best  efforts,"  he  pledged. 

Commenting  on  the  impact  of  the  VE  since  its  1977 
inception.  Dr.  Sammons  told  a  Washington,  D.C., 
news  conference  the  results  mark  "a  rare  occasion  in 
history,  when  a  professional  group  has  voluntarily 
restrained  the  rate  of  increase  in  its  fees  which  now 
stands  three  percentage  points  below  the  CPI.  "The 
achievement  is  all  the  more  noteworthy  because  the 
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buying  power  of  physicians  has  dropped  10  percent  in 
the  past  eight  years,"  he  added. 

Figures  released  at  the  hrieting  showed  that  the 
nation's  hospitals  have  saved  consumeis  more  than 
$2.8K  biMion  since  the  VE  was  established  and  that 
during  most  of  this  period  the  rate  of  increase  in  physi- 
cians" fees  has  consistently  been  several  points  below 
the  all-items  index  of  the  CPI.  Price  increases 
throughout  the  health  care  Held  have  been  more  mod- 
erate than  the  overall  CPI.  The  latest  statistics  show 
that  the  medical  index  was  lower  than  the  overall  CPI 
for  the  13th  month  in  a  row. 

Paul  Earle,  VE  executive  director,  said  the  VE 
goals  include  a  continued  campaign  to  restrain  the 
increase  in  health  care  costs  to  attain  a  closer  relation- 
ship between  total  health  care  expenditures  growth 
and  growth  in  the  total  gross  national  product. 

The  national  increase  in  total  inpatient  community 
hospital  expenditures  in  1980  should  decline  by  1.5 
percent  from  1979.  contingent  on  no  increase  in  the 
rate  of  inflation  in  1980,  he  indicated. 

The  total  number  of  hospital  beds  in  the  nation 
should  be  held  at  the  level  as  of  December  31.  1978, 
adjusted  foi"  any  new  beds  added  due  to  certificate- 
of-need  approvals  prior  to  that  date. 

The  latest  data  show  hospital  beds  increasing  at  the 
slowest  rate  (0.7  percent  for  the  first  nine  months  of 
1979)  since  1963,  the  first  year  for  which  data  are 
available. 

Physicians,  during  the  first  half  of  1980,  were  asked 
to  continue  voluntary  restraint  in  fee  increases  to 
maintain  the  1979  relationship  between  the  all-items 
index  and  the  physicians  service  index  of  the  CPI. 
This  target  will  be  reassessed  in  mid- 1980. 

The  VE  founding  members  are  the  AMA,  the 
American  Hospital  Association  and  the  Federation  of 
American  Hospitals.  In  addition  to  these  three  organi- 
zations, the  VE  partners  include  the  Blue  Cross/Blue 
Shield  Associations,  the  Health  Industry  Manufactur- 
ers Association,  the  Health  Insurance  Association  of 
America,  the  National  Association  of  Counties,  rep- 
resentatives of  business,  and  Virginia  Knauer  &  As- 
sociates, a  consumer  affairs  consultinu  firm. 


Some  of  the  toughest  and  most  far-reaching  social 
and  philosophical  questions  facing  medicine  are  on  the 
agenda  of  the  new  Presidential  Commission  for  the 
Study  of  Ethical  Problems  in  Medicine  and  Biomedi- 
cal and  Behavioral  Research. 

The  1 1 -member  commission  has  conducted  its  first 
meeting  with  an  imposing  list  of  initial  assignments: 

•  the  requirements  for  informed  consent  in  re- 
search and  medical  practice, 

•  the  definition  of  death. 


•  programs  for  genetic  testing,  counseling  and  edu- 
cation. 

•  differences  in  the  availability  of  health  services 
by  income  or  place  of  residence, 

•  the  confidentiality  and  privacy  of  medical  rec- 
ords. 

Commission  Chairman  Morris  Abram,  a  New  York 
attorney,  said  "a  thoughtful  consideration  of  these 
subjects  reveals  great  concern  because  of  the  tensions 
which  have  resulted  from  enormous  strides  in  the 
natural  sciences. 

"The  once  simple  fact  of  death  has  been  rendered 
murky  by  machines  which  can  prolong  ordinary  vital 
functions,"  he  noted. 

"Informed  consent  becomes  complicated  when  ad- 
vanced therapies  are  difficult  to  explain  and  their  re- 
sults far  from  predictable. 

"Privacy  of  medical  care,  formerly  confidently  as- 
sumed, is  now  sorely  tested  by  the  proliferation  of 
technicians,  specialists  and  the  inevitable  records  and 
other  accoutrements  of  modern  medicine  and  life." 
said  Abram. 

He  asked  if  there  is  any  way  to  wisely  and  fairly 
distribute  medical  care  not  only  on  the  basis  of  income 
and  geography  but  also  with  respect  to  age.  "In  other 
words,  should  the  society  concentrate  its  always  lim- 
ited medical  resources  to  barely  sustain  life  in  the  aged 
infiim  as  opposed  to  better  care  for  the  young? 

"The  hard  questions  are  endless  —  but  they  are  not 
academic  and  the  answers  affect  the  quality  of  re- 
search, the  quality  of  life,  the  health  of  the  public  — 
and  the  pocketbook."  said  Abram. 

Physician  members  of  the  Commission  are: 

Mario  Garcia-Palmieri.  M.D..  professor  and  head 
of  the  Department  of  Medicine  of  the  University  of 
Puerto  Rico:  Donald  Medearis.  M.D..  chief  of  chil- 
dren's service  at  Massachusetts  General  Hospital: 
Charles  Wilder,  professor  of  pediatries  at  Harvard 
University:  Amo  G.  Motulsky.  M.D..  professor  of 
medicine  and  genetics  and  director  of  the  Center  for 
Inherited  Diseases  at  the  University  of  Washington: 
FritzO.  Redlich.  M.D.,  professor  of  psychiatry  at  the 
University  of  California  at  Los  Angeles:  and 
Charles  J.  Walker,  a  Nashville.  Tenn.  physician  in 
private  medical  practice. 

:;:  *  * 

The  Justice  Department  has  reported  that  100 
physicians  were  prosecuted  for  selling  drugs  illegally 
between  1972  and  1977.  The  drug  involved  was  a  stim- 
ulant in  more  than  one-half  the  cases.  Only  one  in 
every  five  cases  involved  a  narcotic.  Justice  said  that 
in  almost  all  cases  there  was  no  general  physical  ex- 
amination of  the  "patient"  before  distribution  of  the 
drug.  A  majority  of  the  physicians  were  found  guilty 
and  received  prison  sentences. 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  V,  Section  1 : 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

IMotice  to:  Delegates,  Alternate  Delegates,  Officials  of 
the  IVorth  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in  the 
Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North  Caro- 
lina, at  the  following  times: 

Thursday,  May  1,  1980—10:00  a.m.— Opening  Session 
Saturday,  May  3,  1980 — 2:00  p.m. — Second  Session 


A  member  of  the  CREDENTIALS  COMMITTEE  wiU  be  present  at  the 
Desk  in  the  Hotel  Lobby,  Thursday,  May  1,  1980,  from  8:30  a.m.  to 
12:30  p.m.  to  certify  Delegates.  Delegates  are  urged  to  bring  their 
Credential  Cards  for  presentation  at  the  Registration  Desk,  Delegate 
Badges  must  be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 

Reference  Committee  hearings  are  scheduled  to  begin  Thursday,  May  1,  1980,  at  2:00  p.m. 


J.  B.  Warren,  M.D.,  President 
Henry  J.  Carr,  Jr.,  M.D.,  Speaker 
Jack  Hughes,  M.D.,  Secretary 
William  N.  Hilliard,  Executive  Director 


Highlights 

of  the 
Program 


NORTH  CAROLINA  MEDICAL  SOCIETY 
126TH  ANNUAL  SESSION 
May  1-4,  1980 

THURSDAY,  MAY  1 

8:00  a.m.  —  REGISTRATION  (West  Lobby) 
9:00  a.m. -12:00  Noon  —  SECTION  ON  PUBLIC 

HEALTH  &  EDUCATION  (Game  Room) 
9:00  a.m.  —  AUDIO-VISUAL  PROGRAM  (HMS 

Bounty) 
10:00  a.m.  —  HOUSE  OF  DELEGATES  —  Opening 

Session  (Cardinal  Ballroom) 
10:30  a.m.  —  SECTION  ON   UROLOGY  (Board 

Room) 
12:00  Noon  —  SECTION  ON  OPHTHALMOLOGY 

—  LUNCH  (Crystal  Room) 
12:00  Noon-5:00  p.m.  —  SECTION   ON   OPH- 
THALMOLOGY (Crystal  Room) 
12:00  Noon-5:00  p.m.  —  SECTION  ON  NEUROL- 
OGY  AND  PSYCHIATRY  (Dining  Room, 
Pinehurst  Country  Club) 
2:00  p.m.  —  REFERENCE  COMMITTEE  HEAR- 
INGS (Cardinal  Ballroom  and  Game  Room) 
5:00  p.m. -7:00  p.m.  —  NEUROLOGY  &  PSYCHI- 
ATRY COUNCIL  MEETING  (Dining  Room, 
Pinehurst  Country  Club) 
5:30  p.m.  —  SOCIAL  HOUR  —  University  of  Vir- 
ginia (Room  240) 
5:30  p.m.  —  SOCIAL  HOUR  —  Section  on  Urology 

(Board  Room) 
6:00  p.m.  —  SOCIAL  HOUR  —  Mecklenburg 

County  Medical  Society  (West  Porch) 
6:00  p.m.  —  RECEPTION  —  North  Carolina  Medi- 
cal Society  Auxiliary  (Land  Sales  Office) 


FRIDAY,  MAY  2 

8:30  a.m.  —  CONJOINT  SESSION  —  North  Caro- 
lina Medical  Society  and  the  North  Carolina  Di- 
vision of  Health  Services  (Cardinal  Ballroom) 

9:00  a.m.  —  FIRST  GENERAL  SESSION  (Cardinal 
Ballroom)  SURGERY  SESSION  —  presented 
by  the  Department  of  Surgery,  University  of 
North  Carolina,  Chapel  Hill 

9:00  a.m.  —  AUDIO-VISUAL  PROGRAM  (HMS 
Bounty) 

9:00  a.m. -10:30  a.m.  —  Executive  Committee 
Meeting  —  Section  on  Pediatrics  (Parlor  #129) 
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9:00  a.m. -12:00  Noon  —  SECTION  ON  OTOLAR- 
YNGOLOGY &  MAXILLOFACIAL  SUR- 
GERY (Banquet  Room.  Pinehurst  Countrv 
Club) 

9:30  a.m. -12:00  Noon  —  COMMISSION  FOR 
HEALTH  SERVICES  (Game  Room) 

10:30  a.m.  —  Liaison  Committee  Meeting  —  N.C. 
Pediatric  Society  (Crystal  Room) 

12:00  Noon  —  Liaison  Committee,  N.C.  Pediatric 
Society  —  LUNCH  (Crystal  Room) 

12:30  p.m. -2:00  p.m.  —  Executive  Committee  Meet- 
ing NCOA  (Board  Room) 

12:30  p.m.  —  SECTION  ON  SURGERY  —  Business 

Meeting  (Cardinal  Ballroom) 
1:00  p.m.  —  North  Carolina  Society  of  Internal 
Medicine  —  Council  Meeting  (Merion  Cottage) 
1:00  p.m. -5:00  p.m.  —  SECTION  ON   EMER- 
GENCY MEDICINE  (Game  Room) 
2:00  p.m. -5:00  p.m.  —  SECTION  ON  FAMILY 
PRACTICE  (Main  Lobby,  Pinehurst  Country 
Club) 


SECTION  ON  ORTHO- 

Ballroom) 

ON  OBSTETRICS  AND 

Business  Meetinu  (Parlor 


2:00  p.m. -5:00  p.m.  — 
PAEDICS  (Cardinal 

2:00  p.m.  —  SECTION 
GYNECOLOGY  — 
#129) 

2:00p.m.-5:00p.m.  — SECTION  ON  PEDIATRICS 
(Crystal  Room) 

3:00  p.m.  —  SECTION  ON  INTERNAL  MEDI- 
CINE —  Business  Meeting  (Merion  Cottage) 

5:30  p.m.  —  SOCIAL  HOUR  —  North  Carolina 
Society  of  Internal  Medicine  (Merion  Cottage) 

5:30  p.m.  —  SOCIAL  HOUR  —  Section  on  Ortho- 
paedics (HMS  Bounty) 

6:00  p.m. -7:00  p.m.  —  SOCIAL  HOUR  —  UNC 
Medical  Alumni  (West  Porch) 

6:30  p.m. -7:30  p.m.  —  SOCIAL  HOUR  &  DINNER 

—  Bowman  Gray  School  of  Medicine  (Cardinal 
Ballroom) 

6:30  p.m.-7:30  p.m.  —  SOCIAL  HOUR  &  DINNER 

—  Duke  Medical  Alumni  (Banquet  Room.  New 
Members  Club,  Pinehurst  Country  Club) 

7:00  p.m.  —  BOARD  MEETING  —  North  Carolina 
Radiology  Society  (Board  Room) 


SATURDAY,  MAY  3 

7:45  a.m.  —  Meeting  —  EDITORIAL  BOARD, 
NORTH  CAROLINA  MEDICAL  JOURNAL 
(Parlor  #129) 
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8:00  a.m. -1:00  p.m.  —  SECTION  ON  PATHOL- 
OGY (HMS  Bounty) 

8:00  a.m. -12:00  Noon  —  SECTION  ON  DER- 
MATOLOGY (Crystal  Room) 

8:30  a.m. -5:00  p.m.  —  SECTIONS  ON  RADIOL- 
OGY &  NUCLEAR  MEDICINE  (Banquet 
Room,  New  Members  Club,  Pinehurst  Country 
Club) 

9:00  a.m.  —  SECOND  GENERAL  SESSION  — 
Medical  Session  (Cardinal  Ballroom)  presented 
by:  Department  of  Medicine,  Bowman  Gray 
School  of  Medicine,  Winston-Salem 

9:00  a.m. -12:00  Noon  —  SECTION  ON  PLASTIC  & 
RECONSTRUCTIVE  SURGERY  —  Business 
Meeting  (Board  Room) 

1:00  p.m.  —  LUNCH  —  SECTION  ON  NEURO- 
LOGICAL SURGERY 

2:00  p.m.  —  HOUSE  OF  DELEGATES  —  Second 
Session  (Cardinal  Ballroom) 

2:00  p.m. -5:00  p.m.  —  SECTION  ON  NEURO- 
LOGICAL SURGERY  (Crystal  Room) 


SUNDAY,  MAY  4 

8:00  a.m.  —  BREAKFAST  MEETING  —  (Crystal 
Room) 
"HOSPICE  CONCEPT' 

Dan  Gottovi,  M.D.,  Wilmington 
Sponsored  by:  Committee  on  Ethics  &  Religion, 
Gloria  F.  Graham,  M.D.,  Chairman,  Wilson 
(Go  through  Buffet  line  then  into  Crystal  Room) 


9:20  a.m.  —  NEONATAL  NECROTIZING  EN- 
TEROCOLITIS —  SURGICAL  MANAGE- 
MENT, Robert  D.  Croom,  III,  M.D.,  As- 
sociate Professor,  Department  of  Surgery 
9:35  a.m.  —  TOTAL  HIP  REPLACEMENT,  Paul 
H.  Wright,  M.D.,  Assistant  Professor,  Divi- 
sion of  Orthopaedic  Sureery 

9:50  a.m.  —  PRIMARY  MAXILLARY  SINUS 
CANCER:  PROGNOSTIC  FAC- 
TORS, J.  Patterson  Browder,  M.D..  Assistant 
Professor,  Division  of  Otolaryngology 

10:05  a.m.  —  RECONSTRUCTION  OF  THE 
BREAST,  G.  Peter  Dingeldein,  M.D.,  Fellow, 
Division  of  Plastic  and  Reconstructive  Surgery 

10:20a.m.  — EXTRACRANIAL,  INTRACRANIAL 
ANASTOMOSIS,  Stephen  C.  Boone,  M.D., 
Associate  Professor,  Division  of  Neurosurgery 

10:35  a.m.  —THE  USE  OF  1'-'  SEED  IMPLANTA- 
TION IN  THE  TREATMENT  OF  PROS- 
TATIC CANCER,  J.  Pack  Hindsley,  Jr.. 
M.D.,  Assistant  Professor,  Division  of  Urol- 
ogy 

10:50  a.m.  —  THE  PERIPHERAL  VASCULAR 
DISEASE  LABORATORY  AND  ITS  ROLE 
IN  PATIENT  CARE,  Steven  J.  Burnham, 
M.D.,  Assistant  Professor,  Division  of  Vascu- 
lar Surgery 

11:05  a.m. —^BREAK 

11:20  a.m.  —  HOOPER  MEMORIAL  LECTURE, 
PORTAL  HYPERTENSION  —  OPTIONS 
FOR  SURGICAL  MANAGEMENT,  George 
Johnson.  Jr.,  M.D.,  Professor  and  Chief,  Divi- 
sion of  Vascular  Surgery 


CONJOINT  SESSION 

Friday,  May  2,  1980 Cardinal  Ballroom 

8:30  a.m. -9:00  a.m. 

CONJOINT  SESSION  — 

North  Carolina  Division  of  Health  Services  and 
North  Carolina  Medical  Society 
Hueh  H.  Tilson,  M.D.,  Director 


Friday 


GENERAL  SESSIONS 
FIRST  GENERAL  SESSION 

May  2,  1980 Cardinal  Ballroom 

9:00  a.m. -12:00  Noon 


Convene  Session 

Presiding:  J.  B.  Warren,  M.D.,  President,  New  Bern 
Invocation: 

Surgical  Session 

Department  of  Surgery,  University  of  North  Caro- 
lina. Chapel  Hill 
MODERATOR:  Colin  G.  Thomas.  Jr.,  M.D. 

9:05  a.m.  —  COMPLETE  SURGICAL  TREAT- 
MENT OF  CORONARY  ARTERY  DIS- 
EASE. Peter  J.  K.  Starek.  M.D.,  Associate 
Professor,  Division  of  Cardiothoracic  Surgery 


SECOND  GENERAL  SESSION 

Saturday,  May  3,  1980 Cardinal  Ballroom 

9:00  a.m. -12:00  Noon 

Convene  Session 

Presiding:  Kenneth  E.  Cosgrove,  M.D..  First  Vice 
President.  Hendersonville 

Medical  Session 

Department  of  Medicine,  Bowman  Gray  School  of 
Medicine,  Winston-Salem 
MODERATOR:  Joseph  E.  Johnson,  III,  M.D. 

9:00  a.m.  —  SINGLE  DOSE  THERAPY  OF  URI- 
NARY TRACT  INFECTIONS.  Patricia 
Adams,  M.D.,  Assistant  Professor  of  Medicine 
(Nephroloey) 
9:30  a.m.  —  ADULT  IMMUNIZATIONS.  Samuel 
Pegram.  M.D.,  Assistant  Professor  of  Medi- 
cine (Infectious  Diseases) 

10:00  a.m.  —  RECOGNITION  OF  PULMONARY 
EMBOLISM,  Kenneth  Gallup.  M.D.,  Assis- 
tant Professor  of  Medicine  (Pulmonary) 

10:30  a.m.  —  QUESTIONS  AND  ANSWERS 

10:40  a.m.  —  COFFEE 

11:00  a.m.  —  MANAGEMENT  OF  BREAST 
CANCER,  Hyman  Muss,  M.D.,  Associate 
Professor  of  Medicine  (Hematology/Oncology) 
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1 1 :30  a.m.  —CURRENT  STATUS  OF  CORONARY 
BYPASS  SURGERY,  Barry  Hackshaw, 
M.D.,  Assistant  Professor  of  Medicine  (Car- 
diology) 

12:00  Noon  —  ANNUAL  ADDRESS  OF  THE 
PRESIDENT.  J.  B.  Warren,  M.D.,  President, 
New  Bern 


SECTION  ON  PUBLIC  HEALTH 
AND  EDUCATION 

Thursday,  May  I,  1980 

CHAIRMAN:  Ruth  B.  Burroughs,  M.D.,  Raleigh 
PROGRAM  CHAIRMAN:   Lewis  L.  Bock,  M.D., 

Raleigh 
9:00  a.m. -12:00  Noon Game  Room 

Scientific  Session 

PEDIATRIC  APPROACHES  TO  PREVENTIVE 
CARDIOLOGY,  Sue  Kimm.  M.D.,  M.P.H.  (Epi- 
demiology), M.S.  (Nutrition),  Duke  University 
Medical  Center,  Durham 

EXPERIENCES  WITH  PROPOXYPHENE  (DAR- 
VON):  PREVENTIVE  ASPECTS,  Arthur  J. 
McBay,  Ph.D.,  Page  Hudson.  M.D.,  Office  of  the 
Chief  Medical  Examiner,  University  of  North  Car- 
olina, Chapel  Hill 

HEALING:  DO  THEY  WANT  IT?  —  DISPARITY 
BETWEEN  PROVIDER  AND  PATIENT  VAL- 
UES, Deborah  Bender,  M.A.  (Anthropology), 
Clinical  Instructor,  Department  of  Health  Admin- 
istration, UNC  School  of  Public  Health,  Chapel  Hill 

Business  Meeting 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 


SECTION  ON  UROLOGY 

Thursday.  May  1,  1980 

CHAIRMAN:  Grover  W.  White,  M.D.,  Gastonia 
10:30  a.m.- 12:30  p.m Board  Room 

Business  Session 

10:30  a.m.  —  Business  Meeting:  Election  of  Officers, 
Delegate  and  Alternate  Delegate  for  1980-1981 

Scientific  Session 

11:15  a.m.  —  UROLOGY  UPDATE,  Lloyd  H.  Harri- 
son, M.D.,  Associate  Professor  of  Urology, 
Bowman  Gray 

11:45  a.m.  —  CURRENT  TRENDS  IN  URORADI- 
OLOGY,  Joseph  W.  Hooper.  Jr.,  M.D..  Past 
President.  Southeastern  Section.  American 
Urological  Association,  Wilmington 


SECTION  ON  OPHTHALMOLOGY 

Thursday.  May  1.  1980 

CHAIRMAN:  David  B.  Sloan,  Jr.,  M.D.,  Wilmington 
PROGRAM  CHAIRMAN:  John  W.   Reed,   M.D., 
Winston-Salem 


12:00  Noon-5:00  p.m Crystal  Room 

12:00  Noon- 1:50  p.m.  —  Lunch  and  Business  Session 

—  Election  of  Officers.  Delegate,  Alternate 

Delegate  for  1980-1981 


Scientific  Session 

2:00  p.m.— COPELAND  INTRAOCULAR  LENS 
—  FOLLOWUP  ON  FIRST  FIFTY  IM- 
PLANTS, Martin  J.  Kreshon,  M.D.  and  John 
A.  Young,  M.D.,  Charlotte 

2:10  p.m.  —  A  REVIEW  OF  EXTRACAPSULAR 
TECHNIQUES  WITH  INTRAOCULAR 
LENS,  Steven  M.  White.  M.D..  Greenville 

2:20  p.m.  —  SECONDARY  INTRAOCULAR 
LENS  IMPLANTATION,  Charles  W.  Tillett, 
M.D..  Charlotte 

2:30  p.m.  — INPATIENT  VERSUS  OUTPATIENT 
CATARACT  SURGERY  WITH  INTRAOC- 
ULAR LENS,  Robert  G.  Martin,  M.D.  and 
George  W.  Tate,  Jr.,  M.D.,  Southern  Pines 

2:40  p.m.  —  DISCUSSION 

2:45  p.m.  —  CONTINUOUS  WEAR  SILICONE 
CONTACT  LENSES  IN  APHAKIA,  Gary  N. 
Foulks,  M.D.,  Durham 

2:55  p.m.  —  AUTO-REFRACTION  —  PRACTI- 
CAL CONSIDERATIONS,  J.  Lawrence 
Sippe,  M.D.,  Durham 

3:05  p.m.  —  PSEUDOEXFOLIATION  FRE- 
QUENCY IN  THE  SOUTHEAST,  L.  Frank 
Cashwell,  M.D.,  Winston-Salem.  M.  Bruce 
Shields,  M.D.,  Durham 

3:15  p.m.  —  DISCUSSION 

3:20  p.m.  —  COFFEE  BREAK 

3:40  p.m.  —  SCLERAL  BUCKLING  PROCE- 
DURES —  FIVE  YEAR  EVALUATION, 
Harold  N.  Jacklin,  M.D.,  Greensboro 

3:50  p.m.  —  VITREOUS  SURGERY  IN  THE 
MANAGEMENT  OF  APHAKIC  CYSTOID 
MACULAR  EDEMA,  Maurice  B.  Landers, 
III.  M.D.  and  Brooks  McCuen.  M.D.,  Durham 

4:00  p.m.  —  COMPUTERIZED  TOMOGRAPHY 
OFTHE PARASELLAR REGION  FORTHE 
OPHTHALMOLOGIST,  Baird  S.  Grimson, 
M.D.,  Chapel  Hill 

4:10  p.m.  —  ORBITAL  MANIFESTATIONS  OF 
CARCINOMA  OF  THE  BREAST.  J.  Richard 
Marion,  M.D.,  Winston-Salem 

4:20  p.m.  —  DISCUSSION 

4:25  p.m.  —  TISSUE  ADHESIVES  IN  OPH- 
THALMOLOGY, Kenneth  L.  Cohen,  M.D., 
Chapel  Hill 

4:35  p.m.  —  THE  DIAGNOSIS  AND  INCIDENCE 
OF  DACRYOLITHS.  James  P.  Pressly,  M.D.. 
Charlotte 

4:45  p.m.  —  TIMOLOL  AFTER  CATARACT  EX- 
TRACTION, Stanley  D.  Braverman.  M.D.  and 
M.  Bruce  Shields.  M.D.,  Durham 

4:55  p.m.  —  DISCUSSION 
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SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 

Thursday.  May  1.  1980 

CHAIRMAN:  William  Fowlkes,  Jr.,  M.D..  Raleigh 
PROGRAM  CHAIRMAN:  Peter  T.  Loosen,  M.D., 

Raleigh 
12:45  p.m. -4:00  p.m.:  Old  Dining  Room  —  Pinehurst 

Country  Club 

Scientific  Session 

12:45  —  CALL  TO  ORDER 

12:45-L30  —  BEHAVIORAL  TREATMENT  OF 
PERIPHERAL  VASCULAR  DISEASE:  CNS 
CONTROL  OF  AUTONOMIC  FUNCTION, 
Richard  S.  Surwit.  Ph.D.,  Duke  University 
Medical  Center,  Durham 

1:30-2:15  —  NEUROENDOCRINE  CONTRIBU- 
TIONS TO  PSYCHIATRIC  RESEARCH: 
PRESENT  AND  POTENTIAL,  A.  J.  Prange, 
Jr.,  M.D.,  UNC  School  of  Medicine,  Chapel 

2:15-2:30  —  COFFEE  BREAK 

2:30-3: 15  —  EVALUATION  OF  PATIENTS  WITH 
PRESENILE  DEMENTIA,  B.  Hurwitz, 
M.D.,  Duke  University  Medical  Center,  Dur- 
ham 

3:15-4:00  — ADVANCES  IN  THE  DIAGNOSISOF 
MUSCLE  DISEASES,  G.  B.  Hartwig.  M.D., 
Duke  University  Medical  Center,  Durham 

Business  Meeting 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 


SECTION  ON  OTOLARYNGOLOGY  AND 
MAXILLOFACIAL  SURGERY 

Friday,  May  2,  1980 

CHAIRMAN:  William  R.   Pitser.  M.D.,  Winston- 
Salem 
PROGRAM  CHAIRMAN:   G.   Patrick  Henderson, 
Jr.,  M.D.,  Pinehurst 

9:00  a.m. -1:00  p.m Banquet  Room 

New  Members  Club,  Pinehuist  Country  Club 

Scientific  Session 

9:00-9:25  —  CANCER  OF  THE  MAXILLARY 
SINUS:  AN  OCCUPATIONAL  DISEASE, 
Walter  R.  Sabiston,  M.D.,  Kinston  Clinic, 
Kinston 

9:25-9:50  —  FACIAL  PLASTIC  SURGERY  —  AS 
AN  OFFICE  PROCEDURE,  G.  Patrick  Hen- 
derson, Jr.,  M.D.,  Pinehurst  Surgical  Clinic, 
Pinehurst 

9:50-10:15  —  CHEMOTHERAPY  IN  STAGES 
III/IV  SQUAMOUS  CELL  CARCINOMA 
OF  THE  HEAD  AND  NECK,  J.  Patterson 
Browder,  M.D.,  UNC  School  of  Medicine, 
Chapel  Hill 

10:15-10:30  —  DISCUSSION  OF  PREVIOUS 
THREE  PAPERS 

10:30-10:45  — BREAK 
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10:45-11:10  — CHONDROMA  OFTHE  LARYNX  — 
A  CASE  REPORT  AND  REVIEW  OF  THE 
LITERATURE,  George  B.  Ferguson,  M.D., 
McPherson  Hospital,  Durham 

11:10-11:35  — PARAGANGLIOMA  OF  THE  TYM- 
PANIC MEMBRANE  —  A  CASE  REPORT, 
Peter  G.  Chikes,  M.D.,  Concord 

11:35-12:00  —  MANAGEMENT  OF  VASCULAR 
TUMORS  OF  THE  HEAD  AND  NECK: 
PERCUTANEOUS  EMOLIZATION  TECH- 
NIQUES. James  M.  Thompson,  M.D., 
Bowman  Gray  School  of  Medicine,  Winston- 
Salem 

12:00-12:15  —  DISCUSSION  OF  PREVIOUS 
THREE  PAPERS 

Business  Session 

12:15-1:00— Election  of  Officers,  Delegate,  Alternate 
Deleuate  for  1980-1981 


SECTION  ON  SURGERY 

Friday.  May  2,  1980 

CHAIRMAN:  A.  J.  Dickerson,  M.D..  Waynesville 
12:30  p.m Cardinal  Ballroom 

Business  Session  Only 

Election  of  Officers,  Delegate  and  Alternate  Dele- 
gate for  1980-1981 
(The  Scientific  portion  of  the  Section  on  Surgery  is 
being  presented  as  the  SURGICAL  SESSION  of  the 
FIRST  GENERAL  SESSION  on  Friday.  May  2, 
1980,  9:00  a.m.  in  the  Cardinal  Ballroom) 


SECTION  ON  ORTHOPAEDICS 

Friday.  May  2,  1980 
CHAIRMAN:  Cecil  H.  Neville,  Jr.,  M.D.,  Pinehurst 

12:30  p.m. -2:00  p.m.  —  NCOA  Executive  Committee 

Meeting,  Board  Room 
2:00  p.m. -5:00  p.m.  —  Business/Scientific  Session, 
Cai'dinal  Ballroom 

Business  Session 

2:00-2: 15  —  BUSINESS  MEETING,  SECTION  OF 
ORTHOPAEDICS,  North  Carolina  Medical 
Society,  Cardinal  Ballroom,  Pinehurst  Hotel 
Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 

2:15-3:00  —  SPRING  BUSINESS  MEETING, 
NORTH  CAROLINA  ORTHOPAEDIC  AS- 
SOCIATION, Cardinal  Ballroom.  Pinehurst 
Hotel 

Scientific  Session 

3:00-3:20  —  SURGICAL  RELEASE  OF  POST- 
TRAUMATIC ELBOW  FLEXION  CON- 
TRACTURES, James  R.  Urbaniak,  M.D.  and 
Stephen  F.  Beissinger,  M.D. 

3:20-3:40— INJURIES  0>THE  ACROMIOCLAV- 
ICULAR JOINT,  Timothy  N.  Taft.  M.D. 
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^:40-4:00  —  NON-CONSTRAINED  TOTAL 
SHOULDER  REPLACEMENT,  William  H. 
Thomas,  M.D.,  Brigham  Orthopaedics  As- 
sociation, Inc.,  125  Parkes  Hill  Avenue,  Bos- 
ton, Massachusetts  02120 

t:00-4:20  —  ROETGENOGRAPHIC  DIAGNOSIS 
OE  SCAPHOID  FRACTURES.  Timothy  N. 
Taft,  M.D.  and  J.  Wills  Oglesby,  M.D. 

1:20-4:40  — COMPLICATIONS  OE  NAVICULAR 
ERACTURES,  Gary  G.  Poehling,  M.D.  and 
Lawrence  Webb,  M.D. 

1:40-5:00  —  REFLEX  SYMPATHETIC  DYSTRO- 
PHY, Gary  G.  Poehling.  M.D.  and  Steve 
Fleming.  M.D. 

5:30-6:30  —  NCOA  COCKTAIL  PARTY 
H.M.S.  Bounty.  Pinehurst  Hotel 


SECTION  ON  OBSTETRICS  &  GYNECOLOGY 

Friday.  May  2.  1980 

CHAIRMAN:  Edward  C.  Sutton,  M.D..  Burlington 
2:00  p.m Parlor  #129 

Business  Meeting 

Election  of  Officers,  Delegate,  Alternate  Delegate 
for  1980-1981 


3:00-4:00  —  LOCAL  ANESTHESIA  IN  THE 
EMERGENCY  ROOM,  Eliott  Strom,  M.D., 
Resident  in  Emergency  Medicine.  Charlotte 
Memorial  Hospital  and  Medical  Center.  Char- 
lotte 

4:00-5:00  —  CENTRAL  LINES  AND  THE  MAST 
SUIT.  Mark  Meredith.  M.D..  Resident  in 
Emergency  Medicine.  Bowman  Gray  Sohool  of 
Medicine.  Winston-Salem 


SECTION  ON  FAMILY  PRACTICE 

Friday.  May  2.  1980 
2:00 p.m.-5:00  p.m. (Main  Lobby.  Pinehurst  Country 
Club) 

CHAIRMAN:  Richard  V.  Liles.  Jr..  M.D. .  Albemarle 
PROGRAM  CHAIRMAN:  Harry  H.  Summerlin,  Jr.. 
M.D..  Asheville 

Scientific  Session 

2:00  p.m.  —  DAY  TO  DAY  OFFICE  TREATMENT 

OE  DIABETES.  Jerome  Eeldman.  M.D. 
3:00  p.m.  —  RESIDENT  PRESENTATION 
4:00  p.m.  —  DIABETIC  EMERGENCIES.  Jerome 
Eeldman.  M.D. 

Business  Session 

Election  of  Officers,  Delegate.  Alternate  Delegate 
for  1980-1981 


SECTION  ON  INTERNAL  MEDICINE 

Friday.  May  2.  1980 

CHAIRMAN:  Joseph  D.  Russell.  M.D..  Wilson 
3:00  p.m Merion  Cottage  Parlor 

Business  Meeting 

Election  of  Officers.  Delegate.  Alternate  Delegate 
for  1980-1981 
(Scientific  Program  of  the  Section  on  Internal  Medi- 
cine is  presented  at  the  Medical  Session.  Second  Gen- 
eral Session,  Saturday.  May  3,  9:00  a.m..  Cardinal 
Ballroom). 


SECTION  ON  EMERGENCY  MEDICINE 

Friday.  May  2.  1980 

CHAIRMAN:  Earl  Schwartz.  M.D..  Winston-Salem 
1:00  p.m. -5:00  p.m Game  Room 

Business  Session 

1 :00-l :30  —  BOARD  OE  DIRECTORS  MEETING 

NORTH  CAROLINA  ACEP 
1:30-2:00  —  GENERAL  MEETING.   NORTH 
CAROLINA  ACEP 

Election  of  Officers.  Delegate,  Alternate  Dele- 
gate for  1980-1981 

Scientific  Session 
2:00-3:00  —  EMERGENCY  OPHTHALMOLOGY. 
John  W.   Reed.   M.D..  Associate  Professor 
Ophthalmology.   Bowman  Gray   School  of 
Medicine.  Winston-Salem 

March  1980.  NCMJ 


SECTION  ON  PEDIATRICS 

Friday.  May  2.  1980 

CHAIRMAN:  David  R.  Williams,  M.D.,  Thomasville 
PROGRAM  CHAIRMAN:  Campbell  W.  McMillan, 

M.D..  Chapel  Hill 
2:00  p.m. -4:30  p.m Crystal  Room 

Scientific  Session 

PEDIATRIC  HEMATOLOGY 

NEUTROPENIA 

NATURAL  HISTORY  OF  SICKLE  CELL 

DISEASE 
HOME  TREATMENT  OF  HEMOPHILIA 
IMMUNOTHERAPY  OF  CHILDHOOD  CANCER 
THROMBOCYTOPENIA 
ANEMIA 

Business  Session 

Election  of  Officers.  Delegate,  Alternate  Delegate 
for  1980-1981 


SECTION  ON  DERMATOLOGY 

Saturday.  May  3.  1980 


CHAIRMAN 

8:00  a.m. -P 


Gloria  F.  Graham.  M.D..  Wilson 
:00  Noon Crystal  Room 

Scientific  Session 
8:00  — WELCOME,  Gloria  F.  Graham.  M.D.,  Wil- 
son 
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8:30  — THE  AGING  SKIN.  James  Leyden,  M.D., 

Philadelphia,  Pennsylvania 
9:15  —  MICROSCOPICALLY  CONTROLLED 
SURGERY  FOR  CARCINOMA  &   MELA- 
NOMA OFTHE  SKIN.  Frederic  Mohs,  M.D., 
Madison.  Wisconsin 

10:00  —  INTERMISSION 

10:15  —  AESTHETIC  PLASTIC  SURGERY  OF 
THE  FACIAL  AREA.  Hal  Chaplin.  M.D.. 
Charlotte 

11:00  —  RECONSTRUCTIVE  SURGERY  OF 
AGING  SKIN.  Nicholas  Georgiade.  M.D., 
Durham 

Business  Session 

Election  of  Officers.  Delegate  and  Alternate  Dele- 
gate for  1980- 198 1 
12:30  —  PICNIC  LUNCH  —  (Poolside) 
(The  Section  on  Plastic  and  Reconstructive  Surgery 
will  join  the  Dermatologists  for  the  picnic  lunch) 


SECTION  ON  PATHOLOGY 

Saturday.  May  3.  1980 

CHAIRMAN:  Joseph   B.   Dudley,  M.D..   Winston- 
Salem 
PROGRAM  CHAIRMAN:  A.  Laurence  Dee.  M.D.. 
Charlotte 
8:00  a.m. -1:00  p.m H.M.S.  Bounty  Room 

Business  Session  I 

8:00-8:30  —  BUSINESS  MEETING  I 

a.  Approval  of  minutes 

b.  Treasurer's  Report  —  H.   A.   Wilkinson, 
M.D. 

c.  CAP  Delegate  Report  —  E.  S.   Dummit, 
M.D. 

d.  ASCP  Delegate  Report  —  J.  R.  Edwards, 
M.D. 

Scientific  Session 

8:30  —  THE  USE  OF  THE  ELECTRON  MICRO- 
SCOPE IN  THE  PRACTICE  OF  THE  COM- 
MUNITY PATHOLOGIST,  Bruce  MacKay, 
M.D.  —  M.D.  Anderson  Hospital,  Houston, 
Texas 

10:00  —  BREAK 

10:15  —  DEATHS  OF  PRESIDENTS,  Walter  Pories, 
M.D..  Chairman  of  the  Department  of  Surgery. 
East  Carolina  University  School  of  Medicine, 
Greenville 

11:15  — THE  FORBUS  AWARD 

11:45 —  BUSINESS  MEETING  II 

a.  Committee  Reports 

b.  New  Business 

c.  Election  of  Officers.  Delegate  and  Alternate 
Delegate  for  1980-1981 

d.  Adjournment 


SECTIONS  ON  NUCLEAR  MEDICINE 
AND  RADIOLOGY 

Saturday.  May  3.  1980 
NUCLEAR  MEDICINE 

CHAIRMAN:  Edward  J.  Easton.  M.D..  Charlotte 
PROGRAM  CHAIRMAN:   Nat  E.  Watson.  M.D., 
Winston-Salem 

8:30  a.m. -12:00  Noon Banquet  Room 

Pinehurst  Country  Club 

Scientific  Session 

IN  SEARCH  OF  AN  ABSCESS 

Edward  Coleman,  M.D..  Durham 
EVALUATION  OF  THYROID  NODULES 

Kyle  Youns.  M.D..  Greensboro 
CSF  PATHWAYS  AND  PATHOLOGY 

Dixon  Moody,  M.D..  Winston-Salem 
EVALUATION  OF  RENAL  MASSES 

James  Zucer.  M.D..  Charlotte 
IN  SEARCH  OF  METASTASES 

Nat  E.  Watson,  M.D.,  Winston-Salem 

RADIOLOGY 

CHAIRMAN:  Edward  V.  Staab,  M.D.,  Chapel  Hill 
PROGRAM  CHAIRMAN:  Robert  S.  Lackey.  M.D.. 
Charlotte 

2:00  p.m. -5:00  p.m Banquet  Room 

Pinehurst  Country  Club 

Scientific  Session 
2:00-5:00  —  FILM  READING.  BODY  SCANS, 
Edward  V.  Staab,  M.D.,  Chapel  Hill 

Business  Sessions  (separate) 

Elections  of  Oftlcers.  Delegate,  Alternate  Delegate 
for  1980-1981 
5:00-6:00  —  COCKTAILS  —  North  Carolina  Radi- 
ological Society 


1 


SECTION  ON  PLASTIC  & 
RECONSTRUCTIVE  SURGERY 

Saturday,  May  3,  1980 

CHAIRMAN:  Julius  A.   Howell.  M.D..  Winston- 
Salem 
PROGRAM  CHAIRMAN:  Vartan  Davidian.  M.D., 

Raleigh 
9:00  a.m. -12:00  Noon    Carolina  Board  Room 

Scientific  Session 

(The  Scientific  portion  of  the  Section  on  Plastic  & 
Reconstructive  Surgery  is  being  presented  in  the  Sec- 
tion on  Dermatology) 


SECTION  ON  NEUROLOGICAL  SURGERY 

Saturday,  May  3.  1980 

CHAIRMAN:  Walter  S.  Lockhart,  Jr.,  M.D.,  Dur- 
ham 
1:00  p.m. -5:00  p.m Crystal  Room 
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Scientific  Session 

2;00  —  NEURORADIOI.OGY  OF  CEREBRO- 
VASCULAR INSUFFICIENCY,  Michael  D. 
Weaver,  M.D.,  Clinical  Assistant  Professor  of 
Radiology,  ECU  School  of  Medicine,  Green- 
ville 

2:20  — CAROTID  STENOSIS,  Ira  M.  Hardy.  11, 
M.D.,  Clinical  Associate  Professor  of  Surgery, 
ECU  School  of  Medicine.  Greenville 

2:40  — SURGERY  OF  GREAT  VESSEL  OCCLU- 
SION &  STENOSIS.  Walter  J.  Pories.  M.D.. 
Professor  &  Chairman.  Department  of 
Surgery.  ECU  School  of  Medicine.  Greenville 

3:00  —  EXTRACRANIAL  —  INTRACRANIAL 
ANASTOMOSIS.  Stephen  C.  Boone.  M.D.. 
Associate  Professor  of  Surgery,  UNC  School 
of  Medicine.  Chapel  Hill 

3:20—  DISCUSSION 

Business  Session 

Election  of  Officers.  Delegate  and  Alternate  Dele- 
gate for  1980-1981 


AUDIO-VISUAL  PROGRAM 

HMS  BOUNTY  —  PINEHURST  HOTEL 
Bruce  B.  Blackmon,  M.D..  Chairman.  Buies  Creek 

THURSDAY,  MAY  1,  1980 

Morning  Session:  9:00  a.m. -12:00  Noon 
SUBJECT:    'ENDOCRINOLOGY" 
Bowman  Gray  School  of  Medicine.  Winston-Salem 


Moderator:  Ronald  Michels,  M.D. 
—  Acutely  Decompensated   Diabetes  Mellitus, 

Ketoacidosis  and  Hyperosmolar  State 
— Diagnosis  of  Hyperthyroidism 
— Complicated  Hypothyroidism 
— Thyroid  Nodule 
— Drugs  and  the  Menopause 
— Pregnancy  and  Diabetes  Mellitus 


Afternoon  Session:  2:00  p.m. -5:00  p.m. 
SUBJECT:  "PULMONARY  MEDICINE" 
Duke  University  School  of  Medicine 

Moderator: 

*         *         * 

FRIDAY,  MAY  2,  1980 
Morning  Session:  9:00  a.m.-l  1:40  a.m. 
SUBJECT:  -CARDIOVASCULAR  DISEASE" 

ECU  School  of  Medicine 
Moderator:  Allen  Bower,  M.D.,  Greenville 
11:40  a.m. -12:00  Noon  —  Film:   "PHYSICIANS' 
ROLE   IN    DISABILITY   EVALUATION", 
Disability  Determination  Section,  Department 
of  Human  Resources.  Raleiah 


Afternoon  Session:  2:00  p.m. -5:00  p.m. 
SUBJECT:  "HEMATOLOGY" 

UNC  School  of  Medicine 
Moderator:  William  B.  Wood.  M.D..  Chapel  Hill 
— Venous  Thromboembolism:  Diagnosis,  Prophy- 
laxis and  Treatment 
— Blood  Components  &  Their  Application 
— Anemia:  Signal  of  Disease 
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DORN  CARL  PITTMAN,  M.D. 

Dr.  Dorn  Pittman,  pioneer  radiologist  for  Ala- 
mance, Caswell  and  Person  counties,  died  December 
16.  Dorn  was  born  in  Fairmont  on  September  20,  1922, 
the  only  child  of  Carl  and  Fanny  Pittman.  He  gradu- 
ated from  Wake  Forest  in  1942  and  graduated  in  the 
second  class  of  Bowman  Gray  School  of  Medicine  in 
1945.  He  was  a  captain  in  the  USAF  Medical  Corps 
from  1945-47,  interned  at  the  Medical  College  of  Vir- 
ginia and  completed  his  residency  in  1950  at  the  Uni- 
versity of  Virginia.  He  was  a  member  of  the  First 
Baptist  Church. 

He  is  survived  by  his  wife,  the  former  Betty  Mitch- 
ell of  Winston-Salem,  two  sons,  Dorn  C.  Jr.  and  John 
Kennedy,  and  daughter  Leslie  Anne  (Mrs.  Craig  An- 
drew Smith)  and  his  mother. 

An  active  member  of  Alamance-Caswell  Counties 
Medical  Society,  he  served  as  its  president  in  1968. 
First  in  his  specialty  in  the  society,  he  began  his  prac- 
tice in  Burlington  in  1951  and  established  the  original 
x-ray  departments  at  Alamance  County  Hospital  and 
Alamance  General  Hospital,  subsequently  Memorial 
Hospital  of  Alamance  County.  For  15  years  he  and  his 
associates  also  provided  radiological  services  to  the 
Person  County  Memorial  Hospital  in  Roxboro. 

He  was  a  diplomate  of  the  American  Board  of 
Radiology  and  a  member  of  the  American  Medical 
Association,  the  North  Carolina  Medical  Society,  the 
Radiological  Society  of  North  America  and  the 
American  College  of  Radiology. 

As  a  Councilor  for  the  American  College  of  Radiol- 
ogy, he  was  interested  in  the  training  of  x-ray  techni- 
cians and  devoted  much  time  to  this.  He  founded  a 
school  of  x-ray  technology  locally  and  served  as  di- 
rector for  its  duration.  He  surveyed  programs  in  North 
Carolina  and  nearby  states  for  accrediting  agencies.  In 
1973  he  was  selected  as  a  Fellow  of  the  American 
College  of  Radiology. 

Dorn  was  a  man  of  great  personal  integrity  and  a 
radiologist  of  unusually  tme  ability.  A  colleague  once 
stated  that  he  was  sure  that  the  x-ray  films  talked  to 
Dom  since  Dorn  always  seemed  to  know  all  the  films 
had  to  offer.  He  insisted  on  continuing  to  serve  Person 
County  Memorial  Hospital  since  that  community  was 
unable  to  attract  a  fulltime  radiologist.  This  was  ac- 
complished by  considerable  personal  sacrifice  since 
fora  number  of  years  it  denied  him  much-needed  time 
off.  His  loyalty  and  dependability  made  good  x-ray 
service  at  Alamance  County  Hospital  and  Memorial 
Hospital  a  constant  fact.  It  was  the  above  combination 
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of  excellence  in  his  field  and  his  sense  of  unwavering 
responsibility  to  the  public  and  hospitals  he  served 
that  made  him  so  valuable  to  his  fellow  man.  It  was  his 
enthusiasm,  his  constant  desire  not  to  wound  the 
feelings  of  others,  his  wit  and  humor,  and  his  uninhib- 
ited, almost  childlike  openness  of  expression  that 
made  him  loved. 
ALAMANCE-CASWELL  MEDICAL  SOCIETY 

FRED  J.  MERRITT,  M.D. 

Dr.  Fred  J.  Merritt  of  3702  Starmount  Drive, 
Greensboro,  chief  of  medicine  at  Wesley  Long  Hos- 
pital for  15  years,  died  December  6,  1979,  at  Duke 
Hospital. 

Dr.  Merritt  did  his  undergraduate  work  and  two 
years  of  medical  school  at  the  University  of  North 
Carolina  in  Chapel  Hill.  He  then  attended  medical 
school  at  Northwestern  University  and  completed 
internship  there  in  1938,  when  he  returned  to  Greens- 
boro to  practice.  He  served  four  years  in  the  Army  Air 
Corps,  attaining  the  rank  of  lieutenant  colonel,  and 
was  a  retired  lieutenant  colonel  in  the  U.S.  Army 
Reserves.  He  was  a  past  president  of  the  Guilford 
County  Medical  Society. 

Three  years  ago  he  stepped  down  as  chief  of  medi- 
cine at  Wesley  Long  Hospital.  He  practiced  with 
Greensboro  Medical  Associates.  A  lifelong  resident  of 
Greensboro,  he  was  a  past  president  of  the  medical 
board  at  Wesley  Long,  a  member  of  the  N.C.  Society 
for  Internal  Medicine  and  a  memberof  the  U.S.  Power 
Squadron.  A  member  of  West  Market  Street  United 
Methodist  Church,  he  had  served  on  its  board  of  stew- 
ards. He  was  a  member  of  the  Greensboro  Cotillion. 

In  his  medical  practice,  Fred  touched  the  lives  of 
thousands  of  people  who  will  remember  gratefully  his 
complete  devotion  to  his  work  and  his  inexhaustible 
sense  of  humor.  His  colleagues,  as  well  as  his  patients, 
will  miss  him  deeply. 

Surviving  are  his  wife.  Betty  Williams  Merritt;  sons 
John  Frederick  Merritt  and  Thomas  Williams  Merritt 
of  Greensboro;  his  mother,  Mabel  C.  Merritt,  former 
principal  of  Hunter  School;  a  brother,  Robert  A.  Mer- 
ritt, Jr.,  of  Greensboro;  and  two  grandchildren. 
GUILFORD  COUNTY  MEdIcaL  SOCIETY 

DEL  E.  BLAND,  M.D. 

The  death  of  Del  E.  Bland,  55,  on  November  22  was 
a  shock  to  his  family,  friends  and  colleagues.  He  grad- 
uated from  Bowman  Gray  School  of  Medicine  in  1953, 
interned  at  City  Memorial  Hospital,  and  took  his  resi- 
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dency  training  at  North  Carolina  Baptist  Hospital.  He 
lived  his  entire  life  in  Winston-Salem  where  he  prac- 
ticed medicine  from  1957  until  the  day  before  he  died. 
He  was  a  medical  consultant  for  Western  Electric 
Company. 

Del  was  always  smiling,  and  he  made  everyone  feel 
important.  He  never  spoke  unkindly  about  anyone  in 
the  medical  profession  and  he  always  took  time  to 
listen  toothers"  problems.  Losing  Dr.  Bland,  as  many 
of  his  patients  remarked,  was  like  losing  a  member  of 
the  family. 

He  is  survived  by  his  wife,  Maxine  Hudson  Bland;  a 
son,  David  Michael  Bland:  and  two  daughters,  Kath- 
ryn  Delmar  Bland  and  Lis  Carol  Bland. 

FORSYTH  COUNTY  MEDICAL  SOCIETY 

FRANK  RAY  LOCK,  M.D. 

Dr.  Frank  Ray  Lock  was  born  October  30,  1910,  in 
Lake  Charles,  Louisiana.  He  spent  his  early  life  in 
Lake  Charles  and  Hot  Springs,  Arkansas.  He  received 
the  A.B.  degree  from  Cornell  University  in  1931  and 
the  M.D.  from  Tulane  University  School  of  Medicine 
in  1935.  He  interned  at  Southern  Pacific  Hospital  in 
San  Francisco  and  later  received  his  obstetrical  and 
gynecological  training  through  residency  and  fellow- 
ship at  Touro  Infirmary  and  Tulane  University  School 
of  Medicine.  He  studied  gynecologic  pathology  at 
Johns  Hopkins  University. 

In  1941  at  the  age  of  31,  Dr.  Lock  was  appointed 
chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  newly  established  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College.  He 
sei-ved  with  distinction  in  that  capacity  for  25  years 
until  a  series  of  illnesses  forced  him  to  relinquish  the 
chairmanship  in  1966.  As  professor  of  obstetrics  and 
gynecology  he  remained  active  in  teaching  and  patient 
care  until  his  retirement  in  1973.  He  enjoyed  more 
than  five  years  of  leisurely  life  in  Florida. 

He  succumbed  to  a  lung  operation  due  to  his  frail 
cardiovascular  condition  on  Thursday,  November  29. 
1979,  at  the  North  Carolina  Baptist  Hospital. 

A  man  who  devoted  his  life  to  advancing  the  stan- 
dards of  medical  care,  he  attained  prominence  as  a 
teacher,  clinician,  investigator  and  author.  His  cur- 
riculum vitae  includes  70  major  publications  in  jour- 
nals and  textbooks.  His  professional  organization 
memberships  included  an  exhaustive  list  of  obstetri- 
cal, gynecological  and  surgical  societies,  the  Ameri- 


can Medical  Association,  the  North  Carolina  Medical 
Society  and  the  Forsyth  County  Medical  Society. 

Dr.  Lock's  professional  leadership  in  obstetrics  and 
gynecology  is  unexcelled  in  modern  times.  In  1964  he 
became  the  tlrst  person  to  hold  the  office  of  president, 
simultaneously,  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  and  the  American  Associa- 
tion of  Obstetricians  and  Gynecologists.  He  was 
elected  president  of  the  prestigious  American 
Gynecological  Society  in  1967  and  was  installed  to  the 
top  office  of  the  South  Atlantic  Association  of  Obste- 
tricians and  Gynecologists  in  1968.  Though  his  distinc- 
tions have  been  numerous,  his  greatest  remains  the 
high  respect  and  admiration  in  which  he  is  held  by  his 
many  students,  residents,  colleagues  and  patients. 

Along  with  his  endless  schedule  of  work  and  travel, 
he  found  time  to  enjoy  a  better  than  average  profi- 
ciency on  the  golf  course.  He  was  a  devoted  father  and 
husband,  rearing  three  adopted  daughters  in  addition 
to  his  three  natural  sons. 

He  was  affectionately  known  as  "Uncle  Frank"  by 
those  who  knew  and  loved  him. 

The  world  is  a  better  place  because  Uncle  Frank 
lived  and  worked  here. 

FORSYTH  COUNTY  MEDICAL  SOCIETY 

WILLIAM  PAUL  SPEAS,  JR.,  M.D. 

William  Paul  Speas,  Jr.,  was  born  in  May,  1913  — 
the  first  of  five  sons  of  Dr.  W.  P.  Speas,  a  prominent 
ophthalmologist  in  Winston-Salem.  After  graduating 
from  Georgia  Military  Academy  he  declined  a  West 
Point  Academy  appointment  in  order  to  enter  Wake 
Forest  College  where  he  received  his  bachelor's  de- 
gree in  1934.  He  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1939  where  he 
was  president  of  his  class.  Upon  completing  his  in- 
'.  temship  at  the  Gallinger  Municipal  Hospital  in  Wash- 
ington. D.C.,  he  entered  the  general  practice  of  medi- 
cine. 

Dr.  Speas  was  a  faithful  member  of  the  Forsyth 
County  Medical  Society,  the  North  Carolina  Medical 
Society  and  the  American  Medical  Association.  He 
was  a  sensitive  and  compassionate  man  who  treated 
his  patients,  colleagues  and  friends  with  understand- 
ing, respect  and  courtesy.  He  practiced  his  profession 
with  wisdom  and  honor  and  was  loved  and  respected 
by  all  who  knew  him. 

FORSYTH  COUNTY  MEDICAL  SOCIETY 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 

Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a  business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 

Across  Street  from  Cone  Hospital 

Greensboro,  N.C.  27405 

Tel:  (919)  2753400  or  275-5035 


Classified  Ads 
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EMERCENCY  PHYSICIANS  —  Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal.  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  870.1,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1655. 

EMERC.ENCY  PHYSICIANS  —  Full  Time  —  Directorships  avail- 
able. Immediate  openings  in  coastal.  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergencv  Phvsicians,  P.O.  Box  870.1,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (8001  672-1665. 

July  1,  1980,  POSITION  AVAILABLE,  COASTAL  COMMUNITY 
—  Board  eligible  Family  Practitioner  or  Internal  Medicine  special- 
ist sought  for  medical  center  with  5,000  user  population.  Practice  is 
two  years  old,  new  7,500  sq.  ft.  facility,  minor  trauma,  x-ray  lab. 
Rescue  Squad,  Health  Department  on  site  plus  dental  and  home 
health.  Expansion  to  include  Ocracoke  Island.  Contact:  Adminis- 
trative Director,  HRHC,  P.O.  Box  194,  Swan  Quarter,  N.C, 
27885,  phone  (919)  926-1501.  Salary  —  $40,000. 

G.P.  retiring.  Lucrative  practice  in  rapidly  growing  Piedmont  area  of 
N.C.  Small  town  with  130  bed  hospital  nearby.  Thirty  minutes  from 
large  metropolitan  area.  Centralized  ofTice  site  and  equipment 
available. 

NOW  LEASINti:  Blue  Ridge  Office  Center,  Across  from  new  Rex 
Hospital.  36,000  sq.  ft.  space  available  on  three  floors.  For  further 
information,  call  (919)  821-5454. 

FMG  Board  Eligible  Pediatrician  seeks  practice  opportunity  July 
1980.  Universitv  trained.  Group  solo  institution  government  con- 
sidered. Write:  37  Judson  Street  #10B,  Edison,  New  Jersey  08817. 

EXCELLENT  OPPORTl  NITY  IN  PRIVATE  PRACTICE  for  pri- 
mary care  MDs  in  beautiful  Danville,  Virginia;  annual  guaranteed 
income  of  $40,000;  office  space  available;  other  aspects  of  position 
negotiable.  Contact  Hunter  Grumbles,  Administrator,  The  Memo- 
rial Hospital,  Danville,  Virginia  (804)  799-.1700. 

EMERGENCY  MEDICINE  OPPORTUNITIES  —  Emergency 
physician  needed  to  provide  emergency  coverage  during  evening 
rotations  at  this  modern  facility  located  in  the  northeastern  portion 
of  North  Carolina.  Excellent  compensation  and  professional  liabil- 


ity insurance  provided.  For  details  send  credentials  in  complete 
confidence  to  Mr.  Joseph  Woddail,  970  Executive  Parkway,  St. 
I^uis,  Missouri  63I4I,  or  call  toll-free  1-800-325-3982. 

NEW  FEDERALLY-SUBSIDIZED  rural  group  practice  in  beautiful 
Chatham,  Virginia  seeks  2  full-time  board-eligible  or  broad-certi- 
fied primary  care  MDs  for  July,  1980.  Approved  NHSC  site  but 
non-NHSC  candidates  eligible;  service  area  20,000;  on-site  practice 
administrator;  18  miles  from  urban  center  of  60,000  (Danville,  Va.) 
with  459  bed  hospital;  excellent  salary  plus  fringe;  excellent  pros- 
pects for  traditional  private  practice  at  end  of  3  year  grant  period; 
mountains/lakes  close  by;  Call  Ms.  Rosemary  Axelrod,  Pittsylvania 
Medical  Service  Center,  Inc.  (804)  432-2163. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician's  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician's 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P. A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)  433-4914 
(after  5:00  p.m.):  work  telephone  (704)  433-2514  (8:00  a.m.-5:00 
p.m.) 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  OR  INTER- 
NIST to  work  for  expanding  established  multi-specialty  group;  1 18 
JCAH  hospital,  delightful  small  historic  town  on  Albemarle  Sound. 
Salary  &  "7.  Life,  health,  disability,  malpractice  insurance,  etc.  All 
available.  Send  resume  to:  David  Wright,  M.D.,  Chowan  Medical 
Center,  Edenton,  N.C.  27932  Tel:  (919)  482-2116. 

NORTH  CAROLINA  —  Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Inlimited 
growth  —  excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  —  Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Communitv  Phvsicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia" 23452  (804)  486-0844. 
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Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.         Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 
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ROCHE 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  bJ.d.f  or  10  to  14  days 


Double 

strength 

Tablets 


■  Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■  Distinctive  antibacterial  action  plus  w/ide  spectrum 
helps  eradicate  recurrent  UTI 

■  Low  incidence  of  bacterial  resistance  in  community 
practice 


■  Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■  Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a  summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter.  Proteus 
mirabilis,  Proteus  vulgaris.  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a  single  effective  antibacterial  agent  rather 
than  the  combination.  Note  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibactenals,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carina  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9  months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim  A  laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a  likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy,  nursing  mothers,  infants  less  than  two 
months  of  age 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  laundice 
may  be  early  signs  of  serious  blood  disorders  Frequent  CBC's 
are  recommended,  therapy  should  be  discontinued  if  a  signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  defiy- 
drogenase  deficiency  hemolysis,  frequently  dose-related,  may 
occur  During  therapy  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim, 
Blood  dyscrasias  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation,  arthralgia  and  allergic  myocarditis  Gastroiritestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients: 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Inlections:  Usual  adult  dosage — 1  DS  tablet 
(double  strength),  2  tablets  (single  strength)  or  4  teasp.  (20  ml) 
bid  for  10-14  days. 

Recommended  dosage  for  children — 8  mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A  guide  follows: 

Children  two  months  of  age  or  older 


Weight 
lbs            kgs 
20               9 
40             18 
60             27 
80             36 

Dose- 
Teaspoonfuls 

1  teasp.  (5  ml) 

2  teasp.  (10  ml) 

3  teasp  (15  ml) 

4  teasp,  (20  ml) 

—every  12  hours 
Tablets 

V2  tablet 

1  tablet 

11/2  tablets 

2  tablets  or  1  DS  tablet 

For  patients  with  renal 

impairment; 

Creatinine 
Clearance  (ml/mm) 

Recommended 
Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carlnii  pneumonitis:  Recommended  dosage; 
20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6  hours  for  14  days  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  suifamethoxazole,  bottles  of  100; 
Tel-E-Dose*  packages  of  100  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500,  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16oz 
(1  pint). 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  New  Jersey  071 10 


Please  see  back  cover. 
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Bactrim  has  shown  high  clinical  effectivene; 
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mctive  antimicrobial  action  in  the  urinary,  vaginal  and 

lower  mtesttnal  tracts. 
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numbers  of  E.  co//  or  other  urinary  pathogens  on  the 
vaginalmtroitus.  The  trimethoprim  component  of 


.    ..        ..  enective  concen-, 

trations,  thus  combating  migration  of  pathogens  into 
the  urethra.  , 

Studies  have  shown  that  Bactrim  acts  against  Ente> 
bactenaceae  in  the  bowel  without  the  emergence  of  re 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  intni 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora 


Bactrim  fights  uropathogens  in  the        I 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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Medical  Journal 


he  Official  Journal  of  the  NORTH  CAROLINA  MEDICAL  SOCIETY   D   D   U   April  1980,  Vol.  41,  No.  4 
IN  THIS  ISSUE: 

SPECIAL  ARTICLES:  On  Epidemics,  Metaphors  and  Madness:  John  H.  Felts,  M.D. 
Influenza:  J.  N.  MacCormack.  M.D.,  and  Jacob  Koomen,  M.D.,  M.P.H. 
HISTORICAL  ARTICLE:  The  Plague  in  Athens 


Nowt  two  dosage  forms 

Nolfoir 

fenoprofen  calcium 

300-m9^  PuKrules'  ond  600-fng:  Ibblets 


DISTA 


Dista  Products  Company 

Division  of  Ell  Lilly  and  Cooipany 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dlhydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1980  Annual  Sessions 
May  1-4 — Pinehurst 


1980  Committee  Conclave 
Sept.  24-28— Southern  Pines 
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Aspects  of  management 


F 


Monitoring  patient 

response  toV^UnKdiazepam/Roche) 


Assessing  initial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a  feeling  of  relaxation  and  relief  of 
-,  anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 
patient  response  does  not  meas- 
ure up  to  expectations,  a  reeval  - 
uation  of  the  patient's  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 


Making  dosage  adjustments 


START 


ADJUST 


With  any  psychoactive  medication  it  is 
ciood  medical  practice  to  initiate  therapy  at 
li<ise  dosage  levels  and  titrate  to  the  patient's 
needs.  With  Valium,  experience  has  shown 
iliat  5  mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
iic  or  debilitated  patients,  the  recommended 
ilosage  is  2  to  21/2  mg  once  or  twice  daily. 
When  anxiety  fluctudlLs,  d.s  is  ninininn  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


(  2  mg  j   to  Mo  rn  i  ) 

2x  to  4x 
daily 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a  checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient's  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 


SET  GOALS 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

Discontinuing  pharmacologic  , 

intervention   when  you  decide  to  discontinue 

therapy,  tapering  dosae 
is  good  medical  practii. 
Although  rarely  nec- 
essary after  short-term 
treatment  with  Valium, 
gradual  dosage  reductii 
is  advisable  for  patient 
who  have  been  on  ex- 
tended therapy.  This  grl- 
ual  discontinuance 
should  preclude  eitherj 
recurrence  of  pretreatment  symptoms  or  development  of  un| 
toward  side  effects.  Symptoms  of  withdrawal  have  almost  al 
ways  been  associated  with  abrupt  discontinuance  of  therapyl 
higher  dosages  taken  continuously  over  long  periods  of  time 


2-mg.  5-mg,  lO-tng  scored  tablets 


"W     y      -«  9  2-mg,  5-mg,  10-m, 

Valiuin 


® 


^  See  ttie  following  page  for  a  summary 
of  product  information. 
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diazepam/Roche 

Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 


r 


Valium  (diazepam/Roche)  (K 

Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which 

follows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  dis- 
turbances and  functional  or  organic  disorders. 
psychoneurotic  slates  manifested  by  tension, 
anxiety  apprehension,  taligue.  depressive 
symptoms  or  agitation,  symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal, 
adiunclively  m  skeletal  muscle  spasm  due  to 
rellex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  tor  sole  therapy) 

The  effectiveness  of  Valium  (diazepam.Roche) 
m  long-term  use,  thai  is.  more  than  4  months, 
rias  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
I    sess  the  usefulness  ol  the  drug  for  the  individual 

paiieni 
I    Contraindicated:  Known  hypersensitivity  to 
'    the  drug  Children  under  6  months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Vtarnings:  Not  of  value  m  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  menial  alertness  When  used 
adiunctiveiy  m  convulsive  disorders,  possibility 
q(  increase  m  frequency  and/or  severity  ol 
!    grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medicalion. 
abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  m  frequency  and  or  seventy  of 
seizures  Advise  agamst  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  Wiih- 
drawal  symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
lended  use  and  excessive  doses  infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  of 
benzodiazepines  after  continuous  use,  generally 
at  higher  therapeutic  levels,  for  al  least  several 
months  After  extended  therapy  gradually  taper 
dosage  Keep  addiclion-prone  individuals  under 
careful  surveillance  because  ol  iheir  predisposi- 
tion to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  if  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenolhiazmes.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precaulions  indicated  m 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  m  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  m  elderly  and  debilitated  to  preclude 
ataxia  or  oversedalion 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypo'ension,  changes  m  libido,  nausea,  fatigue. 
depression,  dysarthria,  laundice,  skin  rash, 
ataxia,  constipation  headache,  incontinence, 
changes  m  salivation,  slurred  speech,  tremor, 
vertigo,  unnary  retention,  blurred  vision  Para- 
doxical reactions  such  as  acute  hyperexciied 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  isolated  reports  of 
neutropenia,  laundice,  periodic  blood  counts 
and  liver  function  tests  advisable  during  long- 
term  therapy 

Dosage:  individualize  lor  maximum  beneficial 
eflect  Adults   Tension,  anxiety  and  psycho- 
neurotic stales.  2  10  10  mg  b  1  d   to  q  i  d  . 
alcoholism,  10  mg  1 1  d  or  q  i  d   m  first  24  hours. 
then  5  mg  1 1  d  or  q  i  d  as  needed,  adiunctiveiy 
in  skeletal  muscle  spasm,  2  to  10  mg  1 1  d  or 
q.i  d  ,  adjunctively  m  convulsive  disorders.  2  to 
10  mg  b  I  d  to  q  I  d  Genalric  or  debilitated 
patients   2  lo  2'/2  mg.  1  or  2  times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions )  Children   1  lo  2'/;  mg  t  i  d  or  q  i  d 
initially,  increasing  as  needed  and  tolerated 
(not  tor  use  under  6  months) 
Supplied:  Valium*  Tablets.  2  mg,  5  mg  and 
10  mg— bottles  of  lOO  and  500.  Tel-E-Dose* 
packages  ol  100.  available  m  trays  of  4  reverse- 
numbered  boxes  of  25.  and  in  boxes  containing 
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What  would 
Thomas  Edison's 
physicicin  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a  year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a  carbon 
filament  in  a  vacuum  produced  a  good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a  short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 
If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 

You  see,  it  wasn't  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer's  pocket.  And  the  only  insurance 
available  —  accident  coverage  —  did  not 
cover  illness. 

Today,  as  a  member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a  regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  —  to  buy 
groceries,  make  house  payments  or  provide 
for  your  children's  education. 

\ 


With  Mutual  of  Omaha's  Disability  Income 
Protection,  a  disabling  sickness  or  accident 
no  longer  (as  in  Edison's  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you're  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A  Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there's 
no  obligation. 

Underwritten  by 

Mutual  |;p\ 
sC)niahflMy 

People  itoa  can  count  on... 

MllL  *L   Ol   OSIAHA  INvLiH*S(  i   tOMPAN, 
HOME  Oflltl    OMAHA    MBRASKA 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  arc  under  age  55. 


Name 


Address 

City  

State   _ 


Zip 
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Morris  E.  Chafetz,  M.D., 

Founding  Director  of  the  National 

Institute  on  Alcohol  Abuse  and  Alcoholism, 

is  pleased  to  announce 

the  opening  of  a  private 

residential  alcoholism  treatment  facility 

in  Charleston,  South  Carolina. 


FEN  WICK 
HALL 

JohnH.  Magill,  Executive  Director.  Layton  McCurdy,  M.D.,  Medical  Director  Phone  803-559-2461. 


What  would  you  call 

an  insurance  policy 

that  provides  the 

amount  of  coverage  you  want 

up  to  ^5  miUion, 

with  expert  local  loss  control 

and  claims  service 

from  a  company 

with  20  years  of 

medical  liability  experience 

in  North  Carolina? 


Better. 


Our  claims-made 

contract  is 

responsive  to  the 

cost  of  claims. too. 

In  fact. today  North 

Carolina  doctors 

pay  rates  that  are 

t  he  lowest  of  29 

states  where  we 

write  medical 

malpractice 

insurance.  For 

details  see  your  St. 

Paul  agent  ...your 

insurance  expert. 


We  keep  making 
insurance  better 

P^Dpef1v8<LJab^'|^ 
Insurance 


lf™-y    S-   Paul  GuarO.a-Mnsu.ance  Cornpany   The  Si   PauMnsii-ance  Comoa^y  oHIimcs    P.ope-ly  a^d  L.at>.i.tv  AIMiales  Ot  The  5l   Paul  Companies  Inc     S3i"t  PaL>l   M. 
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North  Carolina  Medical  Society 

Endorsed  &  Approved  for  eligible  members  since  1939 

Official  Disability  Income  Plan 


What 
it  means 
to  you.., 

our  40th  year 


of  Professionals  Serving  Professionals 

tmeansthe  "HALLMARK  OR  RELIABILITY'" the  peace  of  mind  in  knowing  that  there  would  be  adequate 

icome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

^^e,  at  CRUMFTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
ear  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
ow  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  y  J.  SLADE  CRUMPTON 

INCORPORATED 
PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center*  3001  Academy  Road  •  P.O.  Box  8500  •  Durham,  N.C.  27707  •  (919)  49.V2441 
APPROVED  INSURERS  TO:  N.C.  Medical  •  N.C.  Dental  •  N.C.  Bar  Groups  •  N.C.  Engineers  •  N.C.  AlA  •  N.C.  CPA's 
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PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  "doctor  shopped"  all  over  town. 

DON'T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  "there"  and  have 
incomplete  information  is  unimportant. 

DON'T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a  possible  complication  or  bad  result  occurs,  it's  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON'T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don't  record  broken  appointments  or  the  patient's  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON'T  seek  a  consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a  patient,  for  without  first 
reviewing  the  chart  or  making  a  sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a  genuine  issue. 

DON'T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a  patient  to  seek  redress  —  against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a  Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


NO.  11 


APRIL  1980 


The  April  showers  have  started  in  Eastern  North  Carolina  and  everything  is  bursting 
with  energy  and  growth.   Everything  seems  anxious  to  get  the  year  started.   So, 
also,  the  North  Carolina  Medical  Society  is  getting  set  for  the  Annual  Meeting 
starting  May  1st  at  Pinehurst.   I  hope  that  this  will  be  the  best  ever.   A  fine 
scientific  presentation  will  be  held  in  the  General  Sessions  and  much  useful  infor- 
mation will  be  passed  out  along  with  the  opportunity  for  good  solid  Category  I 
credits . 

By  this  time  your  Delegates  should  have  gotten  their  packets  with  all  the  resolu- 
tions that  have  been  submitted  as  of  this  date.   They  will  be  getting  more  after 
the  April  13th  Executive  Council  meeting,  but  they  should  be  familiar  with  many  of  the 
matters  to  be  acted  upon  by  the  House  of  Delegates,  some  of  which  are  as  follows. 

Wake  County  Medical  Society  wishes  to  rescind  compulsory  pre-marital  syphilis 

serology  screens.   They  cite  88,000  pre-marital  serologies  in  1979 that  seems 

like  a  lot  of  marrying  going  on  in  North  Carolina. 

Buncombe  County  has  entered  three  resolutions.   The  first  is  to  stop  publication 
of  the  NORTH  CAROLINA  MEDICAL  JOURNAL;  the  second  is  to  have  a  committee  of  the 
Society  advise  the  Legislature  on  appropriate  action  to  take  in  revising  prescription 
forms.   It  is  worth  bringing  to  the  attention  of  your  legislative  representatives 
the  interest  of  the  Medical  Society  before  the  1981  session  begins.   The  third 
resolution  directs  our  AMA  Delegation  to  work  diligently  to  the  end  that  inspections 
of  hospitals  and  other  health  facilities  be  unified  under  a  single  agency  to 
reduce  duplication  and  the  expense  of  multiple  inspections. 

From  the  Section  on  Family  Practice,  we  have  a  resolution  endorsing  flouridation 
;  of  all  public  water  supplies.   A  second,  that  the  Medical  Society  urge  the  Governor 
,  and  Department  of  Human  Resources  to  support  primary  care  residencies,  AHEC ,  the 

Office  of  Rural  Health  Services,  and  the  programs  for  crippled  children,  high  risk 
j  obstetric  care  and  genetic  counseling;  but  to  refrain  from  the  further  development 
'  of  and  implementation  of  primary  care  clinics  in  public  health  departments.  Two 
other  resolutions  support  family-oriented  hospital  deliveries  and  obstetrical  train- 
ing for  Family  Practice  residents. 

Lenoir-Greene  Medical  Society  has  entered  a  resolution  recommending  that  the  State 
Society  withdraw  from  participation  in  PSRO.   This  resolution  will  need  to  be 
changed  somewhat,  because  the  Society  does  not  now  participate  in  PSRO  except  to 
name  two  members  to  the  State  PSRO  Council.   It  is  individual  physicians  who  belong 
to  PSRO's. 

Nash  County  wishes  to  engage  the  North  Carolina  Medical  Society  in  efforts  to  have 
PSRO  repealed  outright.  Nash  has  a  resolution  condemning  the  New  Generations  Bill 
and  the  Child  Health  Plan  for  Raising  a  New  Generation.   This  resolution  asks  for 
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aid  from  the  Auxiliary  and  that  repeal  be  undertaken.   The  third  resolution  would 
request  the  North  Carolina  Commission  on  Prepaid  Health  Plans  to  document  that  IPA's 
can  deliver  medical  care  of  a  quality  equal  to  that  which  is  now  available  and  with- 
out excessive  cost;  that  feasibility  studies  include  a  comparison  of  costs  and  that 
the  North  Carolina  Medical  Society  should  neither  endorse  or  oppose  IPA's  until  it 
is  shown  that  IPA's  can  deliver  quality  care  at  reasonable  cost.   They  also  have 
a  resolution  to  oppose  the  concept  of  setting  up  the  AMA  as  a  "organization  of 
organizations" . 

The  Committee  on  Cancer  is  recommending,  among  other  things,  that  all  dysplasias  be 
referred  for  diagnosis  and  treatment.   They  are  worried  about  the  prolonged  time 
between  initial  diagnosis  and  treatment  that  has  existed  sometimes  up  to  six  months 
in  some  of  the  public  health  clinics. 

The  present  law  requires  that  optometrists  using  drugs  consult  with  physicians. 
It  is  possible  that  this  part  of  the  law  is  not  being  complied  with,  and  I  would 
like  for  members  to  be  on  guard  for  this  and  report  events  to  the  Medical  Society. 
It  is  also  important  that  you  keep  adequate  records  regarding  consultations  on 
optometrists'  patients  and  never,  never,  never  give   an  okay  over  the  phone.   Your 
Legislative  Committee  has  requested, through  your  Executive  Council,  that  the  name 
of  the  consulting  M.D.  be  included  on  any  Medicaid  or  Medicare  reporting  form. 

Has  anybody  out  there  come  up  with  a  workable  solution  to  the  problem  of  over- 
utilization  of  expensive  emergency  rooms?   If  you  have,  let  us  know.   I  am  sure 
Sarah  Morrow  would  pin  a  medal  on  anyone  who  can  solve  this  problem. 

Your  Executive  Council  submitted  the  names  of  A.  Sherman  Morris,  Jr.,  M.D.,  of  Ashevjj 
and  John  W.  Foust,  M.D.,  of  Charlotte,  as  suggestions  for  nomination  to  the  Blue 
Cross  and  Blue  Shield  Board  of  Directors.   The  Board  saw  fit  to  re-elect  the  two 
incumbent  physicians  James  E.  Davis,  M.D.,  of  Durham,  and  Roy  Bigham,  M.D.,  of 
Charlotte.   Congratulations  Jim  and  Roy. 

The  President's  year  is  winding  to  a  close,  and  I  must  say  that  I  have  enjoyed 
being  your  President  and  writing  you  these  monthly  newsletters.   I  have  received 
a  lot  of  mail  in  return,  mostly  positive  and  always  thoughtful.   It  is  important 
for  you, the  members,  to  communicate  with  the  officers.   You  can  do  this  through 
phone  calls,  letters,  or  the  personal  scream.   Your  officers  are  listed  in  the 
red  book  or  Medical  Society  Directory,  and  also  in  each  issue  of  the  Journal. 

You  belong  to  the  most  democratic  organization  I  have  ever  seen.   It  is  more  demo- 
cratic than  a  Baptist  church  and  just  as  autonomous.   Support  your  Society,  keep 
it  strong.   Agree  or  disagree,  but  stick  with  it.   I  have  been  pleasantly  surprised 
at  the  wisdom  of  the  group.   Participate  in  person  or  through  your  District 
Councilor.   Get  in,  stay  in,  and  bring  in  others.  5. 

I  will  write  a  short  report  on  the  Convention  next  month  as  my  "swan  song".   I 
hope  to  see  many  of  you  there.   So  have  a  safe  trip  to  Pinehurst! 

Sincerely, 

■^^        J.  B.  Warren,  M.D. 
President 
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NOW  MY  BUSINESS 

IS  AS  GOOD  AS  MY  PRAaiCE 


I'm  a  physician.  But  I'm  also 
a  business  man.  That's  why 
our  clinic  has  a  business 
manager. 

It  takes  a  lot  of  work  to  man- 
age all  the  business  details  of 
a  growing  practice  like  ours. 
That's  why  we  have  BASMED. 
It  cuts  work  and  handles  the 
details. 

That  makes  everything  a  lot 
easier.  Like  insurance  process- 
ing. With  BASMED  we  do  little 
more  than  enter  the  name,  date, 
and  procedure  for  each  patient. 
BASMED  fills  in  the  rest  from 
its  vast  electronic  files.  It  prints 
the  forms  for  the  right  insurance 
companies,  ready  for  mailing. 

BASMED  makes  short  work 
of  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a  button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a  more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  I  hardly  know  it's 
there. 

But  my  business  manager 
does.  And  my  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  me  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  write  or  call: 

Medical  Systems  Division, 
Business  Application  Systems. 


BASMED 

Tlie  Medical 
Business  S^;slenl 


business  application  systems,  inc. 
7334  chapel  hill  road 
raieigh.n.c.  27607  (9W 
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Tail  of  whipworm 
(Trichuris  trichiura) 


Vermox:the  only  anthelminti 
p»      highly  effective 
against  whipworm. 


Cure  Rate 

Egg  Reduction 

VERMOX® 

68%* 

93%** 

MintezoP 

35%  t 

45%  it 

Antiminth^ 

Not  Indicated 

Povan^ 

Not  Indicated 

Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hookworm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whlpworm-68%; 
roundworm-98%;  hookworm -96%. That  agent  is  VERMOX.' 

Please  see  following  page  for  Summary  of  Prescribing  Information. 

Broad-spectrum  coverage 
in  mixed  helminthic  infections 


Vermox 

(mebendazole) 


TABLETS 


JANSSEN  PHARMACEUTICA  INC. 
New  Brunswick,  N.J.  08903 

Committed  to  research. . . 

because  so  much  remains  to  be  done. 

©JanssenPhdrmaceuhcalnc   1980  JPI-023 


Broad-spectrum 
coverage  in  mixed 
helminthic  infections 

m        *  TABLETS 

Vermox 

(mebendazole) 

Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see  Pregnancy  Precautions)  and 
in  persons  who  have  shown  hypersensitivity  to 
the  drug 

Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  10  mg/kg.  Since 
VERMOX  may  have  a  risk  of  producing  fetal  damage 
if  administered  dunng  pregnancy  it  is 
contraindicated  in  pregnant  women, 
PEDIATRIC  USE;  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit;  nsk  should  be  considered. 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms. 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults.  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food  For  the  control  of  pinworm  (enterobiasis), 
a  single  tablet  is  administered  orally  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichunasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and 
evening,  on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a  second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required 

I '  Mean  cure  rate  of  VERMOX '  in  treating  whipworm; 
cure  rate  range  of  61  -75°o  Data  on  file  at  Janssen 
Pharmaceutica  Inc 

I'*  Mean  egg  reduction  of  VERMOX  *  in  treating 

whipworm;  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 

I  +  Rollo,  I.M  ;  Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman,  L.S  ;  and  Oilman,  A. 
(eds):  The  Pharmacological  Basis  of  Therapeutics. 
ed,  5.  New  York,  Macmillan,  1975,  p  1034. 

I'"'' Miller,  M.J  ;  Krupp,  I  M  ;  Little,  M.D.;  Santos,  C: 
Mebendazole  an  effective  anthelmintic  for 
trichuriasis  and  enterobiasis  J/l/WA  230(10);  1412- 
1414,  Dec.  9,  1974. 

1 ,  Registered  trademark  of  Merck  Sharp  and  Dohme 

2,  Registered  trademark  of  Roerig 

3,  Registered  trademark  of  Parke-Davis. 
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NORTH  CAROLINA 
MEDICAL  SOCIETY 
MEETINGS 


UN 
AHEAD 


ANNUAL  MEETING 

May  1-4,  1980 

Pinehurst  Hotel 
Pinehurst,  N.C. 

Opportunity  to  complete 

up  to  25  hours  of 

Continuing  Medical 

Education  credit. 


COMMIHEE  CONCLAVE 
September  24-28,  1980 

Mid  Pines  Club 
Southern  Pines,  N.C. 


LEADERSHIP  CONFERENCE 
February  6-7,  1981 

Raleigh,  N.C. 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 

Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month :  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a  business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 

Across  Street  from  Cone  Hospital 

Greensboro,  N.C.  27405 

Tel:  (919)  2753400  or  275-5035 


IT'S  HIGHLY 

RECOMMENDED... 

AND  FOR  GOOD  REASONS 


provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 
helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 
.  it's  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it's  painless 
and  cosmetically  pleasing 
contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1  oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORM' Ointment 


by  NASA  for 

the  Apollo  and 

Skylab  missions 


Dolymyxin  B-bacitracin-neomycin) 


ch  gram  contains  AerosporinS  (Polymyxm  B  Sulfate) 
100  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
Tig  (equivalent  to  3  5  mg  neomycin  base):  special  white 
Irolatum  qs,  in  tubes  of  1  oz  and  1/2  oz  and  1/32  oz 
3prox  )  foil  packets 

^RNING:  Because  of  the  potential  hazard  of  nephro- 
(icity  and  ototoxicity  due  to  neomycin,  care  should  be 
ercised  when  usmg  this  product  in  treating  extensive 
rns,  trophic  ulceration  and  other  extensive  conditions 
jiere  absorption  of  neomycin  is  possible  In  burns  where 
)re  than  20  percent  of  the  body  surface  is  affected, 
pecially  if  the  patient  has  impaired  renal  function  or  Is 
:eiving  other  aminoglycoside  antibiotics  concurrently. 
t  more  than  one  application  a  day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usuaflya  low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a  failure  to  heal  Durmg  long- 
term  use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a  not  uncommon 
cutaneous  sensitizer  Articles  m  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept    PML 

'  Burroughs  Wellcome  Co. 

Research  Triangle  Park 
^  ■  ■    Vt  /     North  Carolina  27709 
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Perdiem™  ...  the  re-educotive  loxarl 
.  .  .  relieves  constipation  by  o  unique  connbinQtion| 
physiological  bulh  stimulus  and  gentle  phornnacok 
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Fort  Washington,  PA  19034B 


iggisl-iness  of 
f  Dowels 


^      ^ 


■'nsriporioh 


:rfTfTl 


'nsliporion 


ibiiuorion  ro 


buse  of 


Mode  in  Wesr  Germany 
(Pleose  see  nexf  page  for  prescribing  informotion) 


Perdiem™ 

Prescribing  lnformoi"ion 

ACTIONS  Perdiem™.  with  its  gentle  oction  does 
not  pfoduce  disogreeoble  side  effects.  The  veg- 
efoble  muciloges  of  Perdiem™  soften  the  stool 
ond  ptovide  pom-ftee  evocuation  of  the  bowel 
Perdiem™  is  effective  os  on  oid  to  eliminotion  for 
the  hemorrhoid  or  fissure  potient  prior  to  ond  fol- 
lowing sutgery. 

COMPOSITION   Norurol  vegetoble  derivotives:  A 
unique  blend  of  psyllium  ond  senno  (Rontogo 
Hydrocolloid  with  Cassio  Pod  Concenttote). 

INDICATION:  For  relief  of  constipotion 

PATIENT  WAP,NING:  Should  not  be  used  in  the 
presence  of  undiognosed  obdominol  pom   Fte- 
quent  or  prolonged  use  without  the  direction  of  o 
physicion  is  not  tecommended   Such  use  moy 
leod  to  loxotive  dependence. 

DIRECTIONS  FOR  USE-ADULTS  Before  breokfosf 
ond  offer  the  evening  meol.  one  fo  two  rounded 
teospoonfuls  of  Perdiem™  gronules  should  be 
ploced  in  the  mouth  ond  swallowed  with  o  full 
gloss  of  worm  or  cold  beveroge  Perdiem™ 
gronules  should  not  be  chewed  After  Perdiem™ 
toKes  effect  (usuolly  offer  24  hours,  but  possibly 
not  before  36-48  hours),  reduce  the  morning 
ond  evening  doses  to  one  rounded  teospoonful. 
Subsequent  doses  should  be  odjusted  oftet 
odequore  loxotion  is  obroined 

IN  OBSTINATE  CASES:  Perdiem'"  moy  be  token 
mote  ftequently.  up  to  two  tounded  teospoonfuls 
every  six  hours 

FOR  PATIENTS  HABITUATED  TO  STRONG  PURGA- 
TIVES Two  rounded  teospoonfub  of  Petdiem'"  in 
the  motning  ond  evening  moy  be  tequited 
olong  with  holf  the  usuol  dose  of  the  purgotive 
being  used  The  purgotive  should  be  discon- 
tinued OS  soon  OS  posable  ond  the  dosoge  of 
Perdiem'"  gtonules  reduced  when  ond  if  bowel 
tone  shows  lessened  loxotive  dependence 

FOR  COLOSTOMY  PATIENTS:  To  ensure  formed 
stools,  give  one  to  two  rounded  teospoonfuls  of 
Petdiem'"  in  the  evening  with  worm  liquid 

DURING  PREGNANCY:  Give  one  to  two  tounded 
teospoonfuls  eoch  evening 

FOR  CLINICAL  REGULATION:  For  patients  confined 
to  bed.  fot  those  of  inoaive  hobits.  ond  in  the 
presence  of  cordiovosculor  disease  where  strain- 
ing must  be  avoided,  one  rounded  teospoonful 
of  Perdiem'"  taken  once  or  twice  doily  will  pto- 
vide tegulor  bowel  hobits  Take  with  o  full  gloss  of 
water  or  bevetoge 

FOR  CHILDREN   Ftom  oge  7—1 1  years,  give  one 
rounded  teospoonful  one  to  two  rimes  doily 
Ftom  age  1 2  and  oldet.  give  oduir  dosage 

NOTE  It  IS  exttemely  important  thot  Perdiem'" 
should  be  token  with  o  plentiful  supply  of  liquid. 

HOW  SUPPLIED:  Granules   100  gram  (3  5  oz) 
and  250  gram  (8  6  oz)  canisters. 


NOW  AVAiLABLE! 

The  most  useful  and 

definitive  book  on 

drug  therapy! 


ABCADRUG 
EVALUATIONS 


Completely  reorganized,  updated,  and  expanded,  AMA 
DE/4  is  the  most  inclusive,  comprehensive,  and  objective 
drug  compendium  ever  assembled,  covering  virtually 
every  significant  drug  prescribed  in  the  U.S.  today.  Over 
1,300  drugs  are  evaluated,  including  57  new  drug  listings. 

An  indispensable,  clinically-oriented  guide 
for  prescribing,  dispensing,  or  administering  drugs 

Organized  by  therapeutic  category,  eacti  chapter  begins 
with  an  introductory  overview,  followed  by  detailed 
evaluations  for  individual  drugs.  AMA  DE/4  gives 
information  on  dosage,  actions  and  uses,  and  contraindi- 
cations-plus a  listing  for  hundreds  of  additional  mixtures 
and  proprietary  preparations. 

THE  authoritative  guide 

You  can  be  confident  the  information  is  accurate  and 
clinically  pertinent  because  it  was  compiled  by  the  AMA 
Drug  Department  working  with  the  American  Society  for 
Pharmacology  and  Therapeutics  and  a  consulting  panel 
of  more  than  300  distinguished  physicians  and  other 
health  care  professionals. 

Order  AMA  DE/4  today! 


Order  Dept.,  OP-075,  AMA 
P.O.  Box  821,  Monroe,  WI  53566 


SQo/o  discount 

for  Residents! 

Only  $24! 


Please  send  me 

4th   Edition,    OP-075. 


copy(ies)  of  AMA  Drug  Evaluations, 

$48   per   copy.   (Residents,  $24). 


Enclosed  is  my  check,  payable  to  AMA,  for  $ 

Payment  must  accompany  order.  If  Resident,  indicate 

hospital  below. 

Please  print                                                                      SJ 
Name 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  PA  19034 


Hospital . 
Address . 
City 


State/Zip 
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EGG  Interpretation  and  Arrhythmia  Management 

June  13  &.  14,  1980 
Pinehurst  Country  Club,  Pinehurst,  N.C. 

Each  of  these  distinguished  faculty  members  is  nationally  recognized  for  his  expertise 

and  communicative  ability.  You  won't  attend  a  more  informative  program  on  this 

timely  and  important  topic,  and  we  hope  that  you  accept  our  invitation. 

Credit:  13  hours  A.M.A.  Category  1;  13  prescribed  hours  of  AAF.P.; 
13  hours  of  A.C.LP.  Category  1 


For  information  on  this  and 
other  CME  courses  held 
throughout  the  U.S.,  return 
the  form  to:  Director  of 
CME,  International  Medical 
Education  Corporation,  64 
Inverness  Drive  East,  Engle- 
wood,  CO  80112  or  call: 
Toll  free  800-525-8646 


Please  Send  Me  informadon  On: 

D  The  Above  Course 

Odier  CME  Seminars: 


D  Clinical  Management  of  Coronary  Disease 

and  Exercise  Testing 
D  Cardiac  Ischemia  and  Arrhythmia-Current 

Concepts  for  Diagnosis  and  Treatment 
n  EXG  Interpretation  and  Arrhythmia  Management 
D  Cardiac  Rehabilitation 
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MANDALA  CENTER  HOSPITAL 

From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a  JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a  15-acre  site,  and  offers  a  full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activities  therapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W.  Rau,  M.D..  Medical  Director 

Roger  L.  McCauley,  MD. 

Larry  T.  Burch,  M.D. 

Edward  H.  Weaver,  M.D. 

Robert  W.  Gibson.  M.D. 

James  Mattox,  M.D. 

Ali  Jarrahi.  M.D. 

Selwyn  Rose.  M.D. 

Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 

Winston-Salem,  N.C.  27104 

(919)  768-7710 


MEMBERSHIP  IN: 

N.C-  Hospital  Association 
National  Association  of  Private 

Psyctiiatric  Hospitals 
Blue  Cross  Contracting  Hospital 

Medicare.  Medicaid  approved 


For  Information,  please  contact: 
Rictiard  V.  Woodard,  Administrator 


Towards  Wholeness 


SPECIAL  ARTICLE 

On  Epidemics,  IVIetapliors  and  Madness 


John  H.  Felts,  M.D. 


I 


N  her  fascinating  examination  of 
Illness  as  Metaphor.^  Susan 
Sontag  shows  how  using  sickness 
and  disease  to  describe  non-medical 
phenomena  distorts  our  views  not 
only  of  illness  but  of  the  fields  in- 
vaded by  medical  metaphor.  We 
need  only  consider  Richard  Nixon's 
medical  wars  and  the  efforts  of  the 
Ford  administration  to  cope  with 
the  threat  of  an  epidemic  of  swine 
influenza  to  appreciate  her  point. 
Perhaps  we  use  our  medical  vocab- 
ulary to  define  our  non-medical 
world  because  we  have  no  expres- 
sions strong  enough  to  characterize 
economic,  social  and  political 
catastrophe. 

More  recently  Heilbroner-  has 
observed  that  "innation  has  be- 
come the  great  besetting  ailment  of 
western  society,  a  global  malady  of 
capitalism  .  .  .  for  we  regularly  use 
the  metaphor  of  illness  to  describe 
the  problem  of  inflation."  He  warns 
us  that  such  usage  may  be  danger- 
ous because  medical  metaphors 
imply  that  we  can  know  what  a 
healthy  society  is  and  so  can  heal  an 
ailing  one  by  standard  therapeutic 
measures.  But  because  '"economic 
systems  are  not  living  bodies"  our 
remedies  may  be  worse  than  the 
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disease,  a  predicament  said  to  have 
been  characteristic  of  every  medical 
era  but  ours.  Yet  Heilbroner's  own 
use  of  metaphor  may  be  misleading. 
Economics  in  its  development  may 
be  where  medicine  was  before  Har- 
vey and  his  successors  used  what 
wits  and  words  they  had  to  intro- 
duce something  really  new. 

We  need  only  look  to  the  medi- 
eval figures  of  famine,  war,  pesti- 
lence and  death  to  perceive  the 
common  origin  of  our  metaphorical 
speculations.  But  conquest  of  pes- 
tilence is  a  crowning  glory  of  west- 
em  society  which  takes  many  of  its 
own  descriptive  features  from  past 
ecclesiastical  and  monarchial 
pomp.  Where  mythic  heroes  fought 
all  sorts  of  enemies  in  the  Dark  Ages 
—  dragons,  devils,  affronted  an- 
cestors and  mighty  kings  turning  to 
war  in  spring — our  heroes  are  trium- 
phant in  the  natural,  not  the 
spiritual,  world.  Instead  of  aspiring 
for  knighthood  and  priesthood,  al- 
though military  academies  and 
seminaries  still  flourish  and  some 
mistake  entertainers  for  heroes,  the 
ambitious  among  us  seek  M.D.s  and 
M.B.A.s,  enthralled  by  measure- 
ment and  by  precision. 

Like  our  ancestors  we  don't  like 
mystery  and  seek  explanations  on 
our  own  terms.  As  medieval  man 
faced  with  "dungeon,  fire  and 
sword"  reacted  in  eschatological 


and  ecclesiastical  terms,  so  we  re- 
spond to  inflation,  energy  short- 
ages, pollution  and  anarchy  in 
technological  terms  —  for  medical 
science  and  diagnostics  offer 
method  and  answer  to  deal  with  our 
fears.  We  have  no  unexplained 
epidemics  anymore:  eradication  of 
epidemic  smallpox  has  now  been 
certified.'  Despite  bureaucratic  as- 
surances and  a  confused  approach 
to  the  problem  by  the  press  and  by 
the  Center  for  Disease  Control,^  the 
swine  influenza  epidemic  did  not 
happen  and  the  response  of  the 
medical  community  and  the  public 
in  general  to  Legionnaire's  disease 
was  sensible  and  even  encouraging. 

Faced  with  Iranian  anarchy  and  a 
visible,  highly  articulate  etiologic 
agent,  the  Ayatollah  Khomeini,  we 
react  less  reasonably  perhaps  be- 
cause we  no  longer  understand  a 
bloody  prophet  who  does  not  know 
our  vocabulary,  doesn't  care  to  and 
is  convinced  our  metaphors  are 
meaningless.  Such  behavior  is 
threatening  when  it  happens  today 
but  fascinating  when  it  took  place 
yesterday.  We  weren't  involved 
then  and  the  epidemic  viral  and 
bacteriological  catastrophes  are 
preserved  partly  in  the  names  of  the 
heroes  their  conquest  produced: 
Gorgas,  Jenner,  Koch.  Pasteur, 
Lister  and  all  the  rest. 

To  understand  our  own  frustra- 
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tion  and  confusion  about  today's 
global  malady,  it  is  perhaps  worth 
examining  how  people  in  other 
times  responded  to  disaster.   An- 
cient Athens  at  the  peak  of  its  power 
started  the  Peloponnesian  War. 
having  passed  from  democracy  to 
empire,  only  to  be  defeated  by 
Sparta  and  her  allies.  Athens,  how- 
ever, did  not  lose  the  war  because 
she  was  beaten  on  the  battlefield  but 
because  her  spirit  was  broken  by  a 
plague  which  raged  in  the  city  for 
three  years,  430-427  B.C.,  killing  a 
fourth  of  the  army  and  rendering  the 
population  destitute.  Thucydides's 
description  of  the  epidemic  (see 
page  230)  is  of  course  classical  al- 
though we  do  not  know  to  this  day 
whether  the  plague  was  caused  by 
Pasteurella  pestis,  malaria  or  some 
other  equally  vicious  organism. 
Lucretius'^  noted  that  Athenian 
fields  were  laid  waste,   highways 
were  turned  into  deserts  and  cities 
drained  of  their  citizens  as  "they 
began  to  surrender,  battalions  at  a 
time,  to  sickness  and  death."  But 
neither  Thucydides  nor  Lucretius, 
unlike  later  chroniclers,  attributed 
the  plague  to  divine  displeasure  and 
both  noted  that  good  and  bad  were 
stiTJck  alike. 

After  the  fall  of  Athens,  the  tides 
of  power,  first  secular  and  later 
ecclesiastical,  flowed  to  Rome  and 
the  Greek  religion  eventually  died 
along  the  Mediterranean  shore  to  be 
replaced  by  a  syncretic  Christian- 
ity, absorbing,  often  unaware  that  it 
was  doing  so,  aspects  of  Greek 
Stoicism,  Judaic  monotheism  and 
polytheism  of  many  pagan  tribes  to 
be  blended  with  Pauline  Chris- 
tianity. This  change  in  the  religious 
climate  was  characterized  by  the 
emergence  of  the  conception  of  sin 
foreign  to  the  Greeks  and  a  view 
that  an  angry  God  could  act  mys- 
teriously to  punish  sinners  who 
often  had  no  awareness  of  their 
deeds.  Floods,  volcanic  eruptions 
iind  epidemics  could  then  be  inter- 
preted as  visitations  of  an  irate  God. 
By  "The  Calamitous  14th  Cen- 
tury,"'^ this  transition  appears  to 
have  been  complete  so  that  when 
the  Black  Death  arrived  it  was 
treated  as  a  visitation  of  holy  wrath. 
Between  1348  and  1350  it  killed  a 
quarter  of  Europe's  people  and  by 


1400  a  third  of  the  population  had 
died  of  the  disease.  For  the  sur- 
vivors, a  new  view  of  the  world  be- 
came necessary.  Jews  were  blamed, 
intensifying  an  already  pervasive 
anti-Semitism;  flagellants  roamed 
the  streets  and  barren  country 
whipping  themselves  so  that  their 
sins  would  be  driven  away; 
Satanism  and  witchcraft  flourished 
and  roads  were  crowded  by  the 
frightened  fleeing  and  the  penitent 
on  pilgrimage  to  the  shrines  of 
prophylactic  saints.  Economic  life 
was  disrupted,  agriculture  col- 
lapsed and  famine  followed  pesti- 
lence. The  apocalypse  promised  in 
Revelation  had  come  and  man  was 
now  a  mere  pawn  in  a  macabre 
game." 

Writings  of  the  time  leave  no 
doubt  as  to  the  horror.  Boccaccio, 
Dante,   Pepys  (for  London  was 
struck  by  the  plague  in  1665),  Wy- 
cliffe,  Calvin,  Luther  testify  to  their 
own  fear  and  to  their  guilt  in  sur- 
viving. Francesco  di  Marco  Datini 
(1335-1410),    The    Merchant    of 
Prato,''  has  left  us  in  his  letters  and 
account  books  a  remarkable  picture 
of  14th  Century  life.  For  a  man  who 
lived  for  God  and  profit  and  who 
might  have  thought  profit  in  busi- 
ness was  proof  of  God's  grace  to 
become  a  pilgrim,  in  robe  and  cowl, 
carrying  a  candle,  was  typical  of  the 
times.  Pestilence  threatened  to  take 
away  all  material  gain  as  well  as  life 
itself.  Half  of  Datini's  life  was  spent 
under  the  menace  of  Black  Death 
which  moved  as  capriciously  as  the 
stock  market  and  which  behaved 
with  a  mystery  beyond   under- 
standing. The  first  plague  in   1383 
stmck  Prato,  the  next  in  L389  did 
not  but  Datini's  family  was  spared. 
When  it  came  again  in  1399,  Fran- 
cesco, now  64  years  old,  was  much 
concerned  with  his  sin.   "I  have 
sinned  in  my  life  as  much  as  a  man 
can  sin  .  .  .  and  have  not  known 
how  to  moderate  my  desires,"  he 
wrote  to  his  wife,  aware  as  he  was  of 
his  besetting  greed.  He  then  sought 
salvation  in  the  renewal  of  religious 
observations.   So  on  August   18, 
1399,  he  went  as  a  pilgrim,  barefoot 
and  dressed  entirely  in  white,  from 
Prato  to  the  Amo,  thence  to  Arezzo 
and  to  Florence  before  returning  to 
his  home  there  for  he  had  moved 


from  Prato  as  his  business  became 
more  prosperous.  The  following 
year  the  plague  came  again  and  he 
signed  his  will  which  left  most  of  his 
fortune  to  the  poor.  On  the  same 
day  he  fled  to  Bologna  where  he  was 
to  live  for  14  months  before  return- 
ing to  his  home  in  Tuscany  where  he 
died  at  the  age  of  75  of  kidney  dis- 
ease having  avoided  the  plague. 

In  response  to  cataclysmic  stress, 
man  usually  must  flee  or  sacrifice; 
few  are  so  strong  as  to  accept  the 
unknown  or  to  observe  it  so  that  it 
may  be  later  explained.   By  pro- 
pitiating the   inhabitants  of  the 
spiritual  world  atonement  may  be 
made  for  real  and  imaginary  of- 
fenses. Such  is  the  ebb  and  flow  of 
nature  that  coincidental  ritual  and 
retreat  of  evil  beget  enthusiasm  for 
the  ceremony  and  confirm  the 
honor  and  selection  of  those  in- 
volved. When  a  people  has  entered 
into  a  holy  covenant  such  rites  be- 
come further  charged  with  occult 
meaning  because  repetition  con- 
fiirns  the  value  of  that  agreement 
and  bonds  both  parties  even  more 
strongly.   And  the  mediators  be- 
tween God  and  the  people  accumu- 
late power,  respect,  even  reverence 
and    exert    awesome    authority. 
When  then  troubles  multiply  and 
ritual  fails,  blame  must  be  laid. 
Hence  witches,  scapegoats,  human 
sacrifices,  exorcisms,   pilgrimages 
and  the  need  for  secret  knowledge 
for  the  protection  of  self  and  tribe. 
Cultural  time  between  the  plague 
at  Athens  and  "The  Judgment  of 
Smallpox""  in  Boston  in  the  spring 
of  1721   was  shorter  than  the   130 
years  separating  the  birth  of  Charles 
Darwin  in   1809  and  the  death  of 
Sigmund  Freud  in  1939.  Mendel  had 
created  his  silent  revolution  before 
1900  and  Einstein  had  done  his 
seminal  work  before  Freud's  death. 
So  let  us  look  to  colonial  Boston 
where  physics  was  a  theological 
science  which  defined  the  settled 
order  of  nature  through  which 
God's  world  would  come  to  pass. 

The  Puritans  had  entered  into  a 
covenant  with  God,  establishing  a 
special  relation  which  would  allow 
them  to  build  the  City  on  the  Hill  in 
New  England,  an  ultimate  theoc- 
racy unshackled  by  the  heresies  of 
the  Church  of  England  or  the  op- 
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pressions  of  government  and  the 
evil  wars  of  western  Europe.  If  the 
Puritans  lived  up  to  the  terms  of  the 
bargain,  their  spiritual,  and  even 
material,  progress  should  he  unim- 
peded and  heaven  should  be 
realized  in  Boston.  But  smallpox 
Ciune  in  minor  epidemic  in  1678 
suggesting  some  secret  sin  within 
the  congregation.  But  the  trouble 
passed,  however,  and  the  faithful 
continued  to  be  confirmed  in  their 
covenant.  That  is  untilJune  6,  1721, 
when  smallpox  recurred  in  truly 
epidemic  proportion  bringing  with  it 
panic  and  fear  and  trembling  at  the 
judgment  of  heaven.  The  eminent 
divine  and  Fellow  of  the  Royal  So- 
ciety. Cotton  Mather,  had  earlier 
suggested  that  Boston  was  steeped 
in  sin  but  these  observations  had  not 
been  confirmed  by  his  fellow  sin- 
ners until  the  epidemic  brought 
forth  fasting  and  humiliation  before 
God  and  man.  For  the  great  pox  was 
considered  a  powerful  weapon  in 
Jehovah's  arsenal  for  the  punish- 
ment of  sinners. 

When  standard  liturgical  ma- 
neuvers failed,  Mather  looked 
elsewhere,  particularly  to  Zabdiel 
Boylston,  a  practical  physician, 
suggesting  that  inoculation  as  prac- 
ticed by  the  Turks  be  tried  to  stem 
the  epidemic  in  Boston.  There  was 
no  reason  to  expect  that  Boylston 
would  be  successful;  data  were  in- 
adequate, the  germ  theory  was  still 
in  gestation  and  the  idea  of  a  control 


group  to  assess  the  efficacy  of  a 
remedy  was  waiting  for  the  efforts 
of  Capt.  James  Lind  of  the  British 
Navy  in  the  guise  of  sailors  with 
scurvy.  But  theological  authority 
carried  the  day;  by  December 
smallpox  had  been  arrested  by  in- 
oculation and  the  Mathers,  the  fa- 
ther Increase  and  the  son  Cotton, 
were  triumphant  —  by  chance.  The 
sole  trained  physician  in  the  com- 
munity, William  Douglass,  called 
the  experiment  "rash  and  bold""  and 
condemned  the  whole  business.  It 
of  course  turned  into  a  theological 
brawl  with  Douglass  the  physician 
joining  moderate  Puritans  in  criti- 
cizing the  Mathers.  Medically 
Douglass  was  convinced  by  Boyl- 
ston's  success  and  practiced  in- 
oculation in  the  epidemic  of  1730, 
but  he  could  not  accept  Mather's 
notion  of  sickness  as  sin  nor  his 
dogmatism.  The  editorial  voice  of 
those  against  inoculation  was  the 
Boston  Courant.  edited  by  James 
Franklin,  who  was  helped  by  his 
younger  brother  Benjamin.  Even- 
tuiilly  the  Courant  failed  and  Ben- 
jamin sought  work  in  Philadelphia. 
An  account  of  Boylston's  work  was 
published  in  London  in  1726;  his 
objectivity  earned  him  a  respectful 
audience  and  a  street  was  eventu- 
ally named  for  him  in  Boston.  Sev- 
enty years  later  Jenner  would  vac- 
cinate for  smallpox  and  in  1977  the 
last  endemic  case  of  the  disease 
would  be  reported  in  a  cook  in 


Somalia  named  Ali  Maow  Maalen.^ 
As  our  world  grows  smaller  and 
contingencies  multiply,  lack  of  en- 
ergy, pollution  and  inflation  have 
replaced  pestilence  although  in 
Bangladesh  it  can  recur  as  cholera 
in  conjunction  with  famine  and 
those  religious  wars  now  so  foreign 
to  the  western  mind.  We  do  have 
influenza  to  bedevil  us  as  the  fiasco 
of  1977  attests.  Still  we  can  antici- 
pate the  behavior  of  epidemics  now 
and  prepare  vaccines.  The  risk  of 
neuropathies  such  as  the  Landry- 
Guillain-Barre  syndrome  is  small 
when  we  consider  the  20  million 
people  who  died  of  influenza  in  the 
pandemic  of  1918-1919.  As  Mac- 
Cormack  and  Koomen''  indicate 
(page  224),  the  influenza  virus  is  ex- 
tremely resourceful  but  so  is  man.  If 
we  don't  so  mix  our  metaphors  that 
we  cloud  our  thinking,  we  may  have 
left  an  empty  saddle  for  one  of  the 
horses  of  the  riders  of  the  Apoca- 
lypse. Unfortunately,  others  are 
competing  for  the  stirrups  and  reins. 
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Concerning  Sternutation  or  Sneezing,  and  the  custom  of  saluting  or  blessing  upon  that  motion,  it  is 
pretended,  and  generally  believed  to  derive  its  original  from  a  disease,  wherein  Sternutation  proved 
mortal,  and  such  as  Sneezed,  died.  And  this  may  seem  to  be  proved  from  Carolus  Sigonius,  who  in  his 
History  of  Italy,  makes  mention  of  a  Pestilence  in  the  time  of  Gregory  the  Great,  that  proved  pemitious 
and  deadly  to  those  that  Sneezed.  Which  notwithstanding  will  not  sufficiently  determine  the  grounds 
hereof:  that  custom  having  an  elder  Era,  then  this  Chronology  affordeth,  —  Sir  Thomas  Browne, 
Pseudodoxia  Epidemic u . 
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SPECIAL  ARTICLE 

Influenza 


J.  N.  MacCormack,  M.D.,*  and  Jacob  Koomen,  M.D.,  M.P.H. 


IT  has  become  customary  to  begin 
presentations  on  the  subject  of 
influenza  with  a  statement  to  the 
eftect  that  "influenza  is,  and  will 
remain  for  the  foreseeable  future, 
the  most  important  infectious  dis- 
ease in  this  country"'or  to  refer  to 
this  disease  as  "the  last  great  plague 
of  man."-  These  statements  reflect 
medical  science's  frustration  in  at- 
tempts to  control  the  wily  influenza 
virus  or  even  predict  its  behavior 
from  year  to  year.  Although  we 
have  learned  a  great  deal  about  in- 
fluenza in  the  last  few  decades,  the 
disease  continues  to  exact  signifi- 
cant morbidity  and  mortality. 

HISTORY 

The  first  description  of  an  in- 
fluenza epidemic  is  attributed  to 
Hippocrates  (412  B.C.).  Several 
epidemics  are  described  in  medieval 
writings,  and  between  1510  and 
1918  —  the  year  of  the  great ' '  Span- 
ish" tlu  pandemic  —  some  29  pan- 
demics were  recorded."'  As  early  as 
1580  there  was  evidence  for  origin 
of  these  pandemics  in  Asia.^ 

The  great  pandemic  of  1918-19  re- 
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suited  in  an  estimated  20  to  40  mil- 
lion deaths  worldwide  with  at  least 
500,000  in  this  country.  One  of  its 
striking  features  was  the  inordinate 
case-fatality  ratio  among  healthy 
young  adults.  The  U.S.  Army,  still 
mobilized  in  the  fall  of  1918,  re- 
corded 21,193  deaths  from  influenza 
and  pneumonia  in  personnel 
stationed  in  the  continental  United 
States  from  September  6  to 
November  29.'  During  the  deadly 
second  of  the  three  waves  of 
"Spanish"  influenza,  13,644  North 
Carolinians  died  of  the  disease.'' 
Community  life  was  seriously  dis- 
mpted  across  the  land  during  the  fall 
and  winter  of  1918-19  and,  although 
a  variety  of  nostrums  were  tried  (in- 
cluding several  influenza  "vac- 
cines"), the  only  thing  that  seemed 
to  make  any  difference  in  survival 
was  good  nursing  care. 

Although  it  was  fairly  conclu- 
sively shown  during  the  1918-19 
pandemic  that  Hemophilus  infliien- 
zcie.  or  "Pfeiffer's  bacillus"  as  it 
was  then  called,  was  not  the 
etiologic  agent  of  influenza  as  once 
believed,  the  first  isolation  of  an  in- 
fluenza virus  from  a  human  was  not 
achieved  until  1933,  three  years 
after  Shope  isolated  a  virus  from  a 
pig  from  Iowa.  These  first  isolates 
were  shown  to  be  antigenically  re- 
lated but  not  identical  —  i.e.,  both 
are  what  we  presently  classify  as 


type  A  influenza  viruses.  The  first 
type  B  virus  was  isolated  in  1940, 
and  the  relatively  unimportant  type 
C  in  1949. 

The  discovery  in  1935  that  in- 
fluenza viruses  would  multiply  in 
embryonated  chicken  eggs  paved 
the  way  for  development  of  a  vac- 
cine. With  a  few  important  refine- 
ments, the  vaccine  in  use  in  this 
country  today  is  still  produced  in 
much  the  same  manner  as  that  of  the 
early  1940s. 

Although  the  A  influenza  viruses 
that  prevailed  in  the  1930s  were  re- 
placed by  the  Ai  or  A'  virus  in  1947, 
the  next  major  pandemic  following 
the  1918-19  experience  occurred  in 
1957  when  "Asian"  or  A2  influenza 
arrived  on  the  scene.  From  October 
1957  through  March  1958  some 
69,800  excess  deaths  occurred  in 
the  United  States  in  the  second 
worst  influenza  pandemic  in  this 
century.  By  contrast,  the  arrival  of 
the  A/Hong  Kong  virus  in  1968  re- 
sulted in  about  half  as  many  excess 
deaths  —  33,800  —  during  the  in- 
fluenza season  of  1968-69.'  The  ap- 
pearance (reappearance?)  of  swine 
influenza  in  humans  at  Fort  Dix, 
New  Jersey,  in  January  1976  re- 
sulted in  an  elaborate  federal  in- 
fluenza immunization  program  to 
combat  another  potentially  pan- 
demic strain  of  virus  which  —  at  this 
writing  —  has  yet  to  evidence  any 
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such  potential.  More  recently  we 
have  been  confronted  with  the 
reappearance  of  an  Ai  virus  in  the 
fonn  of  A/USSRy77,  which  made  its 
dehut  in  China  in  May  1977.  It  was 
finally  documented  in  North  Caro- 
lina in  March  1978. 

Viewed  historically,  the  morbid- 
ity and  mortality  exacted  by  the  in- 
fluenza viruses  is  awesome.  Figure 
1  shows  the  death  rates  for  influenza 
and  for  pneumonia  and  influenza 
combined  in  North  Carolina  since 
death  registration  began  in  1914. 
The  1918-19  pandemic  stands  out 
strikingly  on  this  graph.  Note  that 
since  the  start  of  the  antibiotic  era 
both  rates  have  declined  to  a  fairly 
stable  level.  The  small  peaks  pro- 
duced by  the  1957-58  and  1968-69 
pandemics  are  not  as  striking  on  this 
graph  as  they  would  have  been  had 
the  curves  been  plotted  using  week- 
ly or  even  monthly  rather  than  an- 
nual rates. 

While  not  all  pneumonia  deaths 
are  attributable  to  influenza,  bacte- 
rial pneumonia  as  a  complication  is 
the  most  frequent  cause  of  death  in 
influenza.  Our  system  of  coding 
from  death  certificates  dictates  that 
pneumonia  deaths  be  lumped  in 
with  those  coded  directly  to  in- 
fluenza for  a  more  complete  picture. 
Excess  mortality  during  influenza 
pandemics  is  also  noted  in  deaths 
from  such  conditions  as  tuber- 
culosis, asthma,  rheumatic  heart 
disease,    diabetes    mellitus   and 


FIGURE  1 
INFLUENZfi  AND  INFLUENZR  i  PNUEMONifl 
DEATH  RRTES  PER  100,000  POPULATION, 
«,r    NORTH  CAROLINA,  1914-1976 
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neoplasms.**  One  estimate  of  the 
cost  of  the  Hong  Kong  influenza 
pandemic  of  1968-69  in  this  country 
—  including  the  costs  of  health  care, 
work  days  lost,  and  lost  earnings  — 
was  $3.9  billion.' 

VIROLOGY,  IMMUNOLOGY, 
AND  EPIDEMIOLOGY 

An  appreciation  of  some  of  the 
fundamentals  of  influenza  virology 
iind  immunology  is  basic  to  under- 
standing its  epidemiology. 

The  three  influenza  virus  sero- 
types, A,  B,  and  C,  are  distin- 
guished from  one  another  by  nu- 
cleocapsid  antigens  within  the  core 
of  the  virus  particle  (Figure  2).  All 
type  A  viruses,  for  example,  share  a 
common  nucleocapsid  protein  (nu- 
cleoprotein)  which  can  be  distin- 
guished from  those  of  types  B  and  C 
viruses  by  either  complement  fixa- 
tion or  immunoprecipitin  tests. 
Whereas  types  B  and  C  influenza 
viruses  have  been  recovered  only 
from  man,  type  A  viruses  also  in- 
fect several  animal  hosts:  this  prop- 
erty of  the  A  viruses  may  be  im- 
portant in  the  evolution  of  pandemic 
strains,  another  characteristic 
unique  to  the  A  viruses. 

The  nucleocapsid  core  influenza 
virus  contains  eight  single-strand 
segments  of  ribonucleic  acid 
(RNA),  in  addition  to  nucleoprotein 
;md  some  enzymes  (polymerases). 
The  separation  of  these  RNA 
genomes  into  distinct  individual 
packets  of  genetic  material  permits 
the  process  of  genetic  recombina- 
tion to  occur  if  an  animal  cell  is 
simultaneously  infected  with  more 
than  one  strain  of  influenza  A  virus. 
This  phenomenon  of  recombination 
has  been  experimentally  demon- 
strated in  pigs,  using  the  A/Hong 
Kong  and  A/swine/lowa  viruses. 
Several  recombinant  viruses  were 
recovered  from  pigs  simultaneously 
infected  with  these  viruses.  The 
total  number  of  recombinations 
theoretically  possible  using  two  vi- 
ruses with  eight  genomes  apiece  is 
Z**  or  256." 

Overlying  the  nucleocapsid  of  the 
virus  is  a  coat  of  matrix  protein. 
Like  the  nucleoprotein,  the  matrix 
protein  exhibits  antigenic  differ- 
ences between  types  A,  B,  and  C 
influenza  viruses  but  does  not  differ 


Figure  2 

INFLUENZA  VIRUS 

(Schematic  Drawing) 
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between  subtypes  or  strains  of  a 
type  of  virus.  A  lipid  bilayer  which 
is  apparently  derived  from  host  cell 
material  encloses  the  matrix  pro- 
tein. 

Piojecting  from  the  lipid  outer 
membrane  of  the  virus  are  two  types 
of  spike-like  structures,  the 
hemagglutinin  and  neuraminidase. 
These  glycoproteins  are  believed  to 
be  more  important  in  the  induction 
of  protective  antibodies  than  either 
the  nucleoprotein  or  the  matrix 
protein.  The  hemagglutinin  spikes 
permit  the  influenza  virus  to  attach 
to  a  host's  cell  before  invasion  and 
to  direct  its  "machinery"  to  the 
manufacture  of  more  virus.  The 
neuraminidase,  on  the  other  hand, 
seems  to  be  responsible  for  release 
of  the  viral  particles  from  infected 
cells.  Viral  spread  from  cell  to  cell  is 
facilitated  by  its  presence  and, 
when  red  blood  cells  are  aggluti- 
nated by  the  viral  hemagglutinin  in 
tissue  culture  of  influenza  viruses, 
enzymatic  lysis  of  the  bond  at  the 
hemagglutinin-red  blood  cell  site  is 
accomplished  by  neuraminidase. 

Evidence  shows  that  the  hemag- 
glutinin of  an  influenza  virus  is  more 
important  in  stimulating  protective 
antibody  production  in  the  host  than 
the  neuraminidase.  Although  spe- 
cific antibodies  are  produced  to 
both  these  antigens,  antihemag- 
glutinin  prevents  actual  infection 
whereas  anti-neuraminidase  seems 
to  act  by  inhibiting  the  release  of 
viral  particles  from  infected  cells. 

At  this  point  it  might  be  helpful  to 
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consider  the  influenza  viruses  of 
animals.  Pigs,  horses  and  birds  can 
all  be  naturally  infected  with  in- 
fluenza viruses,  and  each  type  of 
animal  has  its  own  set  of  viruses.  As 
noted  above,  the  first  influenza 
vims  ever  isolated  was  from  a  pig  in 
the  early  1930s.  Horses  and  birds 
were  not  recognized  as  species  sus- 
ceptible to  infection  until    1955, 
however.   Whereas  four  hemag- 
glutinin and  two  neuraminidase 
types  have  been  documented  so  far 
in  human  influenza  viruses,  pig  vi- 
ruses have  only  one  of  each  of  these 
surface  antigens,  horse  viruses  have 
two  of  each,  and  avian  influenza 
vimses  have  so  far  been  shown  to 
have    nine    different    types    of 
hemagglutinin  and  six  different 
neuraminidase  moieties  as  surface 
antigens.  To  avoid  complete  confu- 
sion, a  new  system  of  nomenclature 
has  been  worked  out  for  influenza 
vimses  which,  while  superficially 
confusing  in  itself,   nevertheless 
gives  organization  to  a  complex 
subject.'"  The  first  item  in  the  com- 
plete name  of  an  influenza  virus  is 
its  type:  A,  B,  orC.  If  it  is  an  animal 
virus,  the  type  of  animal  follows 
next  after  a  slash,  as  in  A/swine, 
A/turkey  or  A/horse.   Animal  vi- 
ruses are  confined  to  type  A.  This 
part  of  the  name  is  omitted  with 
human  strains.  The  geographical 
place  of  origin  of  the  virus  follows 
next  in  sequence,  again  separated 
by  a  slash.  Following  this  is  a  strain 
(or  isolate)  number  assigned  by  the 
World  Health  Organization  refer- 
ence laboratory  making  or  con- 
firming the  identification  of  the 
vims,  and  the  year  of  isolation  fol- 
lows this.   Finally,  for  type  A  vi- 
mses, the  antigenic  subtype  of  the 
hemagglutinin  and  neuraminidase 
are  enclosed  in  parentheses.  The 
suffixes  "sw"',  "eq"  and  "av"  are 
added  here  if  the  hemagglutinin  or 
neuraminidase    are   of  porcine, 
equine  or  avian  origin  respectively. 
Thus,  for  example,  the  proper  name 
for  the  pandemic  Hong  Kong  virus 
of   1968    is    A/Hong    Kong/1/68 
(H3N2);  a  virus  isolated  from  a 
Wisconsin   turkey   in    1966  was 
niuned    A/turkey/Wisconsin/1/66 
(Hav5N2).  Note  that  in  this  latter 
example    the    neuraminidase    is 
labelled  "N2""  and  not  "Nav2." 


This  is  because  —  to  make  matters 
more  complex  —  different  species 
may  share  certain  hemagglutinin 
and  neuraminidase  subtypes.  In  this 
instance  man  and  birds  may  share 
the  H2  and  H3  hemagglutinins  and 
the  Nl  and  N2  neuraminidases;  the 
neuraminidase  subtype  of  this  par- 
ticular influenza  virus  isolated  from 
the  Wisconsin  turkey  was  N2,  a 
subtype  very  similar  to  if  not  identi- 
cal with  the  human  N2  subtype. 

Antigenic  variation  in  the 
hemagglutinin  and  neuraminidase  is 
the  basis  for  influenza  epidemics 
and  pandemics.  Two  types  of  varia- 
tion are  noted  and  are  referred  to  as 
antigenic  "drifts"  and  "shifts."  A 
drift  occurs  when  a  point  mutation 
develops  in  either  the  hemagglutinin 
or  neuraminidase  that  is  im- 
munologically advantageous  to  a 
strain  of  influenza  virus.  This  muta- 
tion may  be  a  change  in  only  one  of 
the  many  amino  acids  making  up 
one  of  the  peptides  in  a  hemaggluti- 
nin or  neuraminidase  subunit,  but  it 
gives  the  "new"  virus  a  distinct  ad- 
vantage over  its  predecessor  in  the 
availability  of  susceptible  hosts  to 
infect.  Just  as  antibiotic  therapy 
may  sometimes  operate  to  the  ad- 
vantage of  resistant  strains  of  a 
bacterium,  the  mutated  influenza 
virus  utilizes  the  immunologic 
"pressure"  built  up  in  a  population 
infected  by  its  non-mutated  ances- 
tor as  a  stepping  stone  to  a  name  for 
itself.  Antigenic  drifts  result  in  in- 
fluenza epidemics  of  significantly 
smaller  magnitude  than  the  pan- 
demics induced  by  antigenic  shifts. 
The  evolution  of  A/Texas  influenza 
from  the  A/Victoria  strain  repre- 
sents the  most  recent  drift  of  im- 
portance. 

Although  the  origin  of  antigenic 
drifts  seems  to  be  agreed  upon  by 
most  influenza  experts,  the  story  of 
shifts  is  quite  another  matter.  At 
least  three  theories  have  been  put 
forth  to  account  for  these  dramatic 
changes  in  the  antigenic  composi- 
tion of  the  type  A  virus  (type  B  vi- 
mses undergo  drifts  only,  and  type 
C  influenza  has  been  so  rarely  iso- 
lated that  it  has  not  been  adequately 
studied).  The  least  plausible  of 
these  theories  is  that  —  as  in  an- 
tigenic drift  —  there  are  significant 
mutations  in  the  hemagglutinin 


and/or  neuraminidase  surface  anti- 
gens of  the  virus,  giving  rise  to  a 
new  virus  that  is  so  different  anti- 
genically  from  the  previously  domi- 
nant strain  that  it  rapidly  infects 
millions  of  people  around  the  world 
in  a  few  months.  The  most  impor- 
tant evidence  refuting  this  theory  is 
the  striking  differences  between  the 
amino  acid  sequences  in  the 
hemagglutinin  of  the  A/Hong  Kong 
vims  of  1968  and  those  of  the  pre- 
ceding Asian  strains  of  the  1957-68 
era,  differences  that  are  quite  dif- 
ficult to  explain  by  one  genetic  mu- 
tation." 

A  second  theory  is  that  man  is 
infected  with  an  animal  influenza 
virus  and  that  this  virus  then 
spreads  to  other  humans.  The  Fort 
Dix,  New  Jersey,  experience  of 
1976  is  a  case  in  point,  where  there 
was  evidence  of  swine  influenza 
infection  in  man.  The  reference 
strain  of  Shope's  1930  isolate  from  a 
pig  in  lowa'^  is  currently  designated 
A/swine/Iowa/15/30  (HswlNl). 
Study  of  current  swine  influenza 
vims  isolates  reveals  only  slight 
drifting  of  the  swine  virus  since  the 
1930s  with  no  major  antigenic  shift. 
Clinical  influenza  in  pigs  was  first 
recognized  during  the  1918-19  pan- 
demic of  human  influenza,  and  it 
has  been  suggested  that  pigs  caught 
it  from  humans  rather  than  the  other 
way  around.'-  Influenza  in  pigs  is 
fairly  common  each  year  in  the 
United  States  and,  although  there  is 
serologic  evidence  linking  a  swine 
vims  with  the  1918-19  pandemic, 
the  first  actual  isolation  of  a  swine 
vims  from  a  human  did  not  occur 
until  1974.'-'  The  patient  was  a  16- 
year-old  boy  with  Hodgkin's  dis- 
ease who  lived  on  a  farm  and  had 
dciily  contact  with  pigs  which  ex- 
hibited serologic  evidence  of  swine 
influenza  virus  infection.  The  as- 
sociation of  the  soldiers  at  Fort  Dix 
who  contracted  swine  influenza  in 
1976  with  pigs  is  not  nearly  so  clear 
cut.  The  important  finding  in  the 
Fort  Dix  outbreak  that  stimulated 
interest  in  a  nationwide  immuniza- 
tion program  was  the  apparent 
human-to-human  transmission  of 
the  virus.  Previous  and  subsequent 
studies  of  swine  influenza  infections 
in  man  revealed  that  serologic  evi- 
dence of  past  infection  exists  in 
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many  individuals  with  close  pig 
contact  but  that  documented,  or 
even  suspected,  human-to-human 
spread  is  raie.'^  Many  of  these  in- 
fections are  apparently  subclinical. 

A  third  theory  of  the  origin  of 
pandemics  is  that,  as  has  been 
shown  to  occur  experimentally," 
recombinant  viruses  develop  when 
there  is  concomitant  infection  of  an 
animal  or  man  with  more  than  one 
strain  of  influenza  virus  simultane- 
ously. Supporting  this  theory  are 
the  similarities  of  both  the 
hemagglutinin  of  a  virus  isolated 
from  Ukrainian  ducks  in  1963  and 
an  equine  virus  hemagglutinin  iso- 
lated in  the  same  year  in  Florida  to 
the  hemagglutinin  of  the  A/Hong 
Kong/68  virus.'"' 

Relevant  to  this  theory  also  is  the 
evidence  that  human  influenza  vi- 
ruses seem  to  be  recycling. 
Serologic  studies  have  demon- 
strated similarities  between  the 
H2N2  "Asian""  strains  of  the 
1957-68  era  and  influenza  viruses 
that  circulated  among  humans  in  the 
late  1800s;  there  is  also  evidence 
that  a  virus  with  a  hemagglutinin 
similar  to  that  of  the  A/Hong  Kong 
virus  which  appeared  in  1968  (H3) 
and  a  neuraminidase  resembling 
most  closely  the  equine  Neq2  anti- 
gen succeeded  this  H2N2  virus 
around  the  turn  of  the  century."'-  '' 
Although  the  full  meaning  of  these 
studies  remains  a  bit  unclear,  the 
"doctrine  of  original  antigenic  sin"" 
has  been  an  interesting  corollary. 
The  first  influenza  virus  with  which 
an  individual  is  infected  in  his  or  her 
lifetime  will  remain  the  type  to 
which  the  individual  has  the  highest 
antibody  titer  throughout  life.  It  is 
postulated  that  there  is  repeated 
anamnestic  boosting  of  antibody 
titers  to  the  original  infecting  virus 
by  reinfections  over  the  years  with 
drifting  but  related  strains  of  virus. 

There  have  been  only  three  major 
pandemics  in  this  century:  the 
1918-19  experience;  the  pandemic 
of  1957-58  when  both  hemagglutinin 
and  neuraminidase  shifted  from 
HlNl  to  H2N2:  and  the  Hong  Kong 
pandemic  of  1968-69,  when  there 
was  a  shift  in  the  hemagglutinin 
from  H2  to  H3  resulting  in  an  H3N2 
strain.  The  "shift""  from  HONl  to 
HlNl  that  occurred  in  1947  is  now 
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viewed  by  many  influenza  vir- 
ologists as  not  nearly  so  significant 
as  it  was  once  felt  to  be,  the  differ- 
ence between  the  HO  and  HI 
hemagglutinins  not  being  very 
marked,  it  is  not  too  surprising, 
then,  to  note  the  somewhat  embar- 
rassing historical  fact  that  there 
really  was  no  pandemic  in  1947. 

The  "immunologic  recapitula- 
tion"" studies  of  the  1960s  and  early 
1970s,  coupled  with  other  advances 
in  influenza  virology,  inevitably  led 
to  the  almost  unverbalized  predic- 
tion that  there  might  be  a  revisit  of  a 
virus  similar  to  the  one  causing  the 
1918-19  pandemic.'**  When  swine 
influenza  infections  in  humans  were 
documented  at  Fort  Dix  in  1976, 
there  were  indeed  fears  that  this 
prediction  might  be  coming  true. 

VACCINE  AND  VACCINE 
PROGRAMS 

Influenza  vaccines  have  histori- 
cally been  poor  cousins  of  those 
available  to  protect  against  many 
other  communicable  diseases.  This 
is  partially  due  to  the  capability  of 
the  influenza  virus  to  drift  and  shift 
away  from  the  prevailing  strains  in- 
corporated in  a  particular  year"s 
vaccine.  Coupled  with  this  draw- 
back, however,  has  been  the  reac- 
tinogenicity  of  influenza  vaccine 
preparations,  particularly  before 
the  availability  of  zonally  cen- 
trifiiged  and  subunit  or  "split""  vac- 
cines. Vaccine  efficacy  in  a  given 
setting  depends  upon  several  fac- 
tors: the  immunologic  priming  of 
the  vaccine  recipients,  the  amount 
of  antigen  in  the  vaccine,  and  the 
match  between  the  antigen  in  the 
vaccine  and  the  circulating  in- 
fluenza virus. 

The  presently  licensed  vaccines 
in  this  country  are  inactivated 
("killed"")  preparations  made  from 
embryonated  chicken  eggs  inocu- 
lated with  influenza  virus.  At  least 
three  experimental  vaccines  hold 
promise  for  the  future:  an  at- 
tenuated live  vaccine,  a  recombi- 
nant virus  vaccine  and  a  vaccine 
produced  by  subjecting  influenza 
vimses  to  in  vitro  immunologic 
"pressure."" 

The  Russians  have  had  the 
greatest  experience  with  live  vac- 
cines, reportedly  administering 


these  since  1952  to  more  than  30 
million  people  each  year.'-'  Live 
vaccines  have  the  advantage  over 
inactivated  preparations  of  better 
antibody  stimulation  but  take  longer 
to  produce  than  killed  vaccines,  a 
factor  of  some  importance  when 
significant  antigen  variation  occurs 
in  the  prevailing  A  influenza  virus 
after  vaccine  production  has  al- 
ready begun. 

Recombinant  influenza  vaccines 
are  produced  by  hybridization  of 
viiTises  in  the  laboratory,  and  both 
live  and  inactivated  products  have 
been  developed.  The  process 
utilizes  the  ability  of  influenza  vi- 
ruses to  form  recombinant  viruses, 
discussed  earlier  in  this  paper.  The 
technique  simply  involves  co-pas- 
sage of  two  strains  of  virus  in  tissue 
culture.^" 

As  immunologic  pressure  in  a 
population  results  in  antigenic 
drifting  of  influenza  viruses  in  na- 
ture, point  mutations  can  be  forced 
in  vitro  by  a  technique  developed 
by  Fazekasde  St.  Groth.-'  Variants 
so  produced  are  then  selected,  re- 
treated, and  finally  a  "senior"" 
strain  of  virus  evolves  which  can 
purportedly  be  used  to  prepare  a 
vaccine  which  will  protect  against 
the  beginning  and  intermediate 
"junior""  strains  from  which  it  is  de- 
rived. Such  a  vaccine  would  not  be 
useful  if  there  is  a  major  antigenic 
shift  away  from  the  parent  strain.  Its 
usefulness  would  be  during  the 
lO-to-15  year  period  immediately 
following  a  shift  to  protect  against 
the  antigenic  drifts  that  occur  before 
the  next  shift. 

Except  in  the  military,  there  had 
been  no  widespread  mass  influenza 
immunization  program  in  this 
country  until  the  Swine  Influenza 
Program  of  1976.  Each  year  the 
Public  Health  Service  Advisory 
Committee  on  Immunization  Prac- 
tices would  recommend  that  indi- 
viduals at  high  risk  of  serious  com- 
plications of  influenza  (those  with 
chronic  cardiopulmonary  disor- 
ders, diabetics,  and  older  adults  in 
general)  take  the  vaccine,  and  each 
year  about  209f  of  the  high  group 
would  do  so.  Then  A/New  Jersey 
influenza  arrived  on  the  scene  and, 
with  impressive  speed.  Congress 
was  persuaded  to  appropriate  $135 
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million  for  a  massive  immunization 
program  to  protect  the  U.S.  popu- 
lation against  this  virus. 

The  decision  to  undertake  the 
Swine  Influenza  Program  was 
criticized  by  some  as  politically 
motivated  and  by  others  as 
scientifically  unsound.  We  may 
never  know  what  role  pure  politics 
played  in  President  Gerald  Ford's 
decision  to  back  the  program:  we 
can,  however,  surmise  that  he 
would  not  have  approved  the  pro- 
gram unless  the  scientific  commu- 
nity —  both  governmental  and  pri- 
vate—  had  requested  that  he  do  so 
(which  they  did).  The  criticism  on 
scientific  grounds  related  mainly  to 
the  nagging  and  frustrating  question 
of  whether  the  A/New  Jersey  in- 
fluenza virus  would  really  fulfill  its 
pandemic  potentials.  There  seemed 
to  be  general  agreement  that  an 
A/New  Jersey  vaccine  should  be 
produced,  but  the  doubters  believed 
that  the  vaccine  should  be  stock- 
piled rather  than  administered  at 
once  until  there  was  evidence  of 
significant  spread  of  the  virus  be- 
yond Fort  Dix.  The  program  back- 
ers countered  that  never  before  in 
modern  times  had  an  antigenic  shift 
in  the  virus  of  the  magnitude  of  the 
shift  in  question  not  been  followed 
by  a  pandemic  and  that,  in  any  case, 
if  evidence  of  wide  dissemination  in 
the  human  population  were 
awaited,  it  would  most  likely  be  too 
late  to  immunize  a  significant 
number  of  people  before  the  full 
force  of  the  pandemic  struck.  Al- 
though recollections  of  the  deadly 
1918-19  pandemic  inevitably  crept 
into  these  discussions,  it  was 
pointed  out  that  there  was  no  evi- 
dence that  the  A/New  Jersey  virus 
possessed  the  virulence  of  the  ap- 
parent swine  flu  virus  that  caused 
"Spanish  flu."  The  virulence  of  an 
influenza  virus  is  apparently  en- 
coded in  one  or  more  of  the  eight 
RNA  packets  in  the  viral  core,  but 
virologists  are  only  now  finding 
ways  to  sort  out  these  genes.-- 

In  this  setting  A/New  Jersey  vac- 
cine production  got  under  way.  To 
complicate  matters,  there  were  ac- 
tuiilly  three  different  influenza  vac- 
cines prepared  for  the  1976-77  flu 
season:  a  monovalent  A/New  Jer- 
sey vaccine  for  the  healthy  popula- 


tion, a  bivalent  A/New  Jersey-B/ 
Hong  Kong  preparation  for  the  high 
risk  group,  and  a  monovalent  B/ 
Hong  Kong  vaccine  which  was  pro- 
duced and  distributed  through  the 
usual  commercial  channels  outside 
the  Swine  Influenza  Program.  In 
North  Carolina  the  Executive 
Council  of  the  N.C.  Medical  Soci- 
ety, at  its  April  17,  1976,  meeting, 
approved  a  motion  that  the  society 
support  and  participate  in  the  im- 
plementation of  the  program  and 
encourage  the  county  medical 
societies  to  actively  participate.  An 
ad  hoc  advisory  committee  on 
swine  flu  vaccine  was  appointed 
by  President  Caldwell  and  this 
group,  meeting  with  the  Medical 
Services  Committee  of  the  N.C. 
Association  of  Local  Health  Di- 
rectors as  the  North  Carolina  Coor- 
dinating Committee  on  IntTuenza, 
established  guidelines  for  local  im- 
munization programs. 

Plans  were  laid  for  a  west-to-east 
sweep  across  the  state  with  vaccine 
gun  crews  administering  vaccine  in 
each  county  as  supplies  became 
available.  This  plan  had  to  be  aban- 
doned, however,  because  vaccine 
did  not  become  available  in  July  or 
August  as  originally  anticipated. 
The  reason  for  this  delay  was  the 
issue  of  liability,  an  issue  that  con- 
tinues to  plague  immunization  pro- 
grams today. 

The  vaccine  manufacturers  con- 
tended that,  since  they  could  not 
obtain  liability  insurance  coverage 
for  the  swine  flu  program,  the  gov- 
ernment would  have  to  assume  the 
risks.  In  an  unusual  move,  the  Con- 
gress finally  did  just  that.  The  vac- 
cine manufacturers  and  the  program 
participants  were  indemnified  by  a 
special  act  of  Congress,  and  vaccine 
finally  began  to  fiow  to  the  states  by 
late  September.  This  was  too  late 
for  a  west-to-east  county-by-county 
sweep,  however,  so  vaccine  was 
distributed  to  all  counties  on  a 
population  basis  as  it  became  avail- 
able. 

People  thus  finally  began  to  re- 
ceive vaccine  in  October.  1976.  and 
matters  were  going  fairly  smoothly 
until  three  deaths  occurred  among 
elderly  vaccine  recipients  in  a 
Pittsburgh.  Pennsylvania,  public 
clinic  on  October  11.  Although  it 


was  documented  that  these  deaths 
were  caused  by  myocardial  infarc- 
tions, the  news  media  greatly  ex- 
aggerated the  significance  of  the 
event.  Then,  as  the  program  began 
rolling  again,  an  association  be- 
tween influenza  immunization  and 
the  development  of  Guillain-Barre 
syndrome  was  noted.  This  resulted 
in  a  moratorium  on  the  whole  pro- 
gram beginning  December  16.  and 
the  Swine  Influenza  Program  was 
dead. 

Although  there  were  anecdotal 
accounts  of  an  association  of 
Guillain-Barre  syndrome  with  sev- 
eral vaccines  and  antitoxins  prior  to 
1976,--'  this  marked  the  first  time 
that  surveillance  for  vaccine  reac- 
tions in  a  public  immunization  pro- 
gram turned  up  a  quite  significant 
association  of  this  disorder  with  in- 
fluenza vaccine.  When  the  dust  had 
settled  and  the  data  were  analyzed, 
the  relative  risk  of  developing 
Guillain-Barre  syndrome  following 
influenza  immunization  in  1976  was 
10.1  for  all  ages:  this  relative  risk  is 
obtained  by  dividing  the  Guillain- 
Barre  syndrome  attack  rate  of  9.0 
cases/million  people/month  for 
those  immunized  by  the  attack  rate 
of  0.89  cases/million  unimmunized 
people/month.-""  Thus,  although  the 
rate  of  Guillain-Barre  syndrome  ap- 
proximates I/IOO.OOO  in  individuals 
receiving  influenza  vaccine  (proba- 
bly not  just  swine  flu  vaccine  alone), 
this  rate  is  10  times  greater  than  the 
expected  incidence  in  a  non-vac- 
cinated population. 

Litigation  involving  the  Swine 
Influenza  Program  continues  today. 
As  early  as  February  2,  1977  —  less 
than  two  months  after  the  cessation 
of  the  program  —  over  $13  million  in 
claims  had  been  filed  and  it  was  es- 
timated that  as  many  as  60%  of 
these  claims  would  wind  up  in 
court.-'' 

Despite  these  problems,  867,469 
doses  of  swine  flu  vaccine  were 
given  in  North  Carolina  by  De- 
cember 16.  1976.  Twenty  percent  of 
these  doses  were  given  by  physi- 
cians in  private  practice.  42%  by 
health  departments,  and  the  re- 
maining 38%'  in  special  mass  clinics 
that  were  by  and  large  the  coordi- 
nated efforts  of  local  medical 
societies  and  health  departments. 
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Expressed  as  a  percentage  of  the 
estimated  1976  state  population, 
16.5%  of  the  population  over  three 
years  of  age  received  vaccine;  by 
age-specific  groupings,  34.8%  of  the 
65-and-over  population  were  im- 
munized, 26.2%  of  the  45-64  year- 
old  group  got  vaccine,  and  19.8%  of 
the  25-44  year-olds  were  im- 
munized. Relatively  few  children 
were  immunized  against  A/New 
Jersey  influenza  because  dosage 
recommendations  for  this  group 
were  not  available  until  late  in 
the  program,  and  these  recom- 
mendations —  when  they  finally 
were  received  —  specified  two 
doses  of  vaccine.  The  relevance  of 
the  concept  of  "original  antigenic 
sin"  was  seen  in  the  tleld  trials  of 
the  vaccine  with  children;  because 
of  their  lack  of  "natural"  exposure 
to  viruses  antigenically  related  to 
the  A/New  Jersey  virus,  more  an- 
tigenic priming  was  required  to 
elicit  a  significant  antibody  re- 
sponse. 

So  the  Swine  Influenza  Program 
ended  with  only  partial  achieve- 
ment of  its  goal.  In  retrospect,  of 
course,  it  was  not  neeoed  since  the 
A/New  Jersey  virus  has  been  only 
sporadically  isolated  since  the  Fort 
Dix  experience.  It  might  be  well  to 
reflect  at  this  time  upon  a  statement 
made  by  Dr.  Edwin  Kilbourne  early 
in  the  course  of  the  program: 

At  best,  immunization  of 
most  Americans  with  swine 
influenza  vaccine  will  prevent 
thousands  of  deaths,  millions 
of  illnesses,  and  the  loss  of  bil- 
lions of  dollars.  For  the  first 
time  in  history,  the  impact  of 
pandemic  influenza  —  the  last 


great  plague  —  will  have  been 
blunted  by  human  interven- 
tion. At  worst,  the  effort  will 
have  been  in  vain  if  spread  of 
virus  does  not  extend  beyond 
Fort  Dix,  N.J.  To  say  that  the 
program  is  a  gamble  is  correct, 
but  there  is  no  middle  ground, 
and  the  stakes  are  very  high 
indeed  if  the  alternative 
(nonimmunization)  is  ven- 
tured and  lost.-" 

The  emergence  of  Russian  flu 
posed  new  mysteries  to  be  pon- 
dered. Although  termed  "an  anach- 
ronism" in  the  sense  of  an  event 
occurring  outside  its  normal  time 
sequence  by  Hilleman,  earlier  in- 
fluenza anachronisms  such  as  the 
Fort  Dix  outbreak  of  A/New  Jersey 
flu  were  circumscribed  occur- 
rences and  did  not  result  in  pan- 
demic spread  as  occurred  with  the 
A/USSR  virus.-"  The  1977-78  in- 
fluenza season  in  the  United  States 
was  kicked  off  with  A/Texas-A/ 
Victoria  (H3H2)  viral  activity  ac- 
counting for  excess  pneumonia  and 
influenza  deaths  in  the  121  cities 
monitored  by  the  Center  for  Disease 
Control.  As  the  "P&I"  mortality 
curve  began  to  return  to  its  baseline, 
outbreaks  of  A/USSR  (HlNl) 
erupted  among  young  people  across 
the  country.  Although  the  attack 
rates  in  studied  outbreaks  were  ex- 
ceedingly high  among  people  under 
25  years  of  age,  illness  was  mild,  the 
older  population  experienced  little 
difficulty,  and  the  P&I  curve  con- 
tinued its  downward  course.  This 
phenomenon  apparently  relates  to 
the  earlier  predominance  of  the 
HINl  viruses  between  1947  and 
1957  and  the  original  antigenic  sin 
concept. 
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Every  man  is  not  a  proper  Champion  for  Truth,  not  fit  to  take  up  the  Gantlet  in  the  cause  of  Veritie:  Many 
from  the  ignorance  of  these  Maximes,  and  an  inconsiderate  zeale  unto  Truth,  have  too  rashly  charged  the 
troopes  of  error,  and  remaine  as  Trophees  unto  the  enemies  of  Truth.  ,  ,  .  —  Sir  Thomas  Browne. 
Reli,i;io  Medici. 
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HISTORICAL  ARTICLE 


The  Plague  in  Athens 


Thucydides.  The  History  of  the  Peloponnesian  War. 
Translated  by  Thomas  Hobbes. 


IN  the  very  beginning  of  summer, 
tiie  Peloponnesians  and  their 
confederates,  with  two  thirds  of 
their  forces  as  before,  invaded  At- 
tica under  the  conduct  of  Archi- 
diimus  the  son  of  Zeuxidamas.  king 
of  Lacedaemon:  and  after  they  had 
encamped  themselves,  wasted  the 
country  about  them.  They  had  not 
been  many  days  in  Attica,  when  the 
plague  first  began  amongst  the 
Athenians,  said  also  to  have  seized 
formerly  on  divers  other  parts,  as 
about  Lemnos  and  elsewhere;  but 
so  great  a  plague  and  mortality  of 
men  was  never  remembered  to  have 
happened  in  any  place  before.  For 
at  first  neither  were  the  physicians 
able  to  cure  it,  through  ignorance  of 
what  it  was,  but  died  fastest  them- 
selves, as  being  the  men  that  most 
approached  the  sick;  nor  any  other 
art  of  man  availed  whatsoever.  All 
supplications  to  the  gods,  and  en- 
quiries of  oracles,  and  whatsoever 
other  means  they  used  of  that  kind, 
proved  all  unprofitable;  insomuch 
as  subdued  with  the  greatness  of  the 
evil,  they  gave  them  all  over. 

48.  It  began,  by  report,  first  in 
that  part  of /Ethiopia  that  lieth  upon 
Egypt;  and  thence  fell  down  into 
Egypt  and  Africa,  and  into  the 
greatest  part  of  the  territories  of  the 
king.  It  invaded  Athens  on  a  sud- 
den; and  touched  first  upon  those 
that  dwelt  in  Peiraeus;  insomuch  as 


they  reported  that  the  Peloponne- 
sians had  cast  poison  into  their 
wells;  (for  springs  there  were  not 
any  in  that  place).  But  afterwards  it 
came  up  into  the  high  city,  and  then 
they  died  a  great  deal  faster.  Now 
let  every  man,  physician  or  other, 
concerning  the  ground  of  this  sick- 
ness, whence  it  sprung,  and  what 
causes  he  thinks  able  to  produce  so 
great  an  alteration,  speak  according 
to  his  own  knowledge.  For  my  own 
part,  I  will  deliver  but  the  manner  of 
it,  and  lay  open  only  such  things,  as 
one  may  take  his  mark  by  to  dis- 
cover the  same,  if  it  come  again; 
having  been  both  sick  of  it  myself, 
and  seen  others  sick  of  the  same. 

49.  This  year,  by  confession  of  all 
men,  was  of  all  other,  for  other  dis- 
eases, most  free  and  healthful.  If 
any  man  were  sick  before,  his  dis- 
ease turned  to  this:  if  not,  yet  sud- 
denly, without  any  apparent  cause 
preceding  and  being  in  perfect 
health,  they  were  taken  first  with  an 
extreme  ache  in  their  heads,  red- 
ness and  inflammation  of  the  eyes; 
and  then  inwardly,  their  throats  and 
tongues  grew  presently  bloody,  and 
their  breath  noisome  and  un- 
savoury. Upon  this  followed  a 
sneezing  and  hoarseness,  and  not 
long  after  the  pain,  together  with  a 
mighty  cough,  came  down  into  the 
breast.  And  when  once  it  was  set- 
tled in  the  stomach,  it  caused  vomit. 


and  with  great  torment  came  up  all 
manner  of  bilious  purgation  that 
physicians  ever  named.  Most  of 
them  had  also  the  hickyexe,  which 
brought  with  it  a  strong  convulsion, 
and  in  some  ceased  quickly,  but  in 
others  was  long  before  it  gave  over. 
Their  bodies  outwardly  to  the  touch 
were  neither  very  hot  nor  pale;  but 
reddish,  livid,  and  beflowered  with 
little  pimples  and  whelks;  but  so 
burned  inwardly,  as  not  to  endure 
any  the  lightest  clothes  or  linen 
garment  to  be  upon  them,  nor  any- 
thing but  mere  nakedness;  but 
rather  most  willingly  to  have  cast 
themselves  into  the  cold  water.  And 
many  of  them  that  were  not  looked 
to,  possessed  with  insatiate  thirst, 
ran  unto  the  wells;  and  to  drink 
much  or  little  was  indifferent,  being 
still  from  ease  and  power  to  sleep  as 
far  as  ever.  As  long  as  the  disease 
was  at  its  height,  their  bodies 
wasted  not,  but  resisted  the  torment 
beyond  all  expectation;  insomuch 
as  the  most  of  them  either  died  of 
their  inward  burning  in  nine  or 
seven  days,  whilst  they  had  yet 
strength;  or  if  they  escaped  that, 
then  the  disease  falling  down  into 
their  bellies,  and  causing  there  great 
exulcerations  and  immoderate 
looseness,  they  died  many  of  them 
iiftei"wards  through  weakness.  For 
the  disease,  which  took  first  the 
head,  began  above,  and  came  down 
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and  passed  through  the  whole  hody: 
and  he  that  overcame  the  worst  of  it, 
was  yet  marked  with  the  loss  of  his 
extreme  parts:  for  breaking  out  both 
at  their  privy  members,  and  at  their 
fingers  and  toes,  many  with  the  loss 
of  these  escaped:  there  were  also 
some  that  lost  their  eyes.  And 
m:iny.  that  presently  upon  their  re- 
covery were  taken  with  such  an 
oblivion  of  all  things  whatsoever,  as 
they  neither  knew  themselves  nor 
their  acquaintance. 

50.  For  this  was  a  kind  of  sickness 
which  far  surmounted  all  expres- 
sion of  words,  and  both  exceeded 
human  nature  in  the  cruelty  where- 
with it  handled  each  one:  and  ap- 
peared also  otherwise  to  be  none  of 
those  diseases  that  are  bred 
iimongst  us.  and  that  especially  by 
this.  For  all,  both  birds  and  beasts, 
that  use  to  feed  on  human  flesh, 
though  many  men  lay  abroad  un- 
buried,  either  came  not  at  them,  or 
tasting  perished.  An  argument 
whereof  as  touching  the  birds,  is  the 
manifest  defect  of  such  fowl:  which 
were  not  then  seen,  neither  about 
the  carcases  or  any  where  else.  But 
by  the  dogs,  because  they  are 
familiar  with  men,  this  effect  was 
seen  much  clearer. 

51.  So  that  this  disease,  (to  pass 
over  many  strange  particulars  of  the 
accidents  that  some  had  differently 
from  others),  was  in  general  such  as 
I  have  shown:  and  for  other  usual 
sicknesses,  at  that  time  no  man  was 
troubled  with  any.  Now  they  died, 
some  for  want  of  attendance,  and 
some  again  with  all  the  care  and 
physic  that  could  be  used.  Nor  was 
there  any,  to  say  certain  medicine, 
that  applied  must  have  helped  them: 
for  if  it  did  good  to  one,  it  did  harm 
to  another.  Nor  any  difference  of 
body,  for  strength  or  weakness,  that 
was  able  to  resist  it;  but  it  carried  all 
away,  what  physic  soever  was  ad- 
ministered. But  the  greatest  misery 
of  all,  was  the  dejection  of  mind  in 
such  as  found  themselves  beginning 
to  be  sick:  (for  they  grew  presently 
desperate,  and  gave  themselves 
over  without  making  any  resis- 
tance): as  also  their  dying  thus  like 
sheep,  infected  by  mutual  visita- 
tion: for  the  greatest  mortality  pro- 
ceeded that  way.  For  if  men  fore- 
bore  to  visit  them  for  fear,  then  they 


died  forlorn:  whereby  many  fami- 
lies became  empty,  for  want  of  such 
as  should  take  care  of  them.  If  they 
foitiore  not.  then  they  died  them- 
selves, and  principally  the  honest- 
est  men.  For  out  of  shame  they 
would  not  spare  themselves,  but 
went  in  unto  their  friends:  espe- 
ciidly  after  it  was  come  to  this  pass, 
that  even  their  domestics,  wearied 
with  the  lamentations  of  them  that 
died,  and  overcome  with  the  great- 
ness of  the  calamity,  were  no  longer 
moved  therewith.  But  those  that 
were  recovered,  had  much  compas- 
sion both  on  them  that  died,  and  on 
them  that  lay  sick:  as  having  both 
known  the  misery  themselves,  and 
now  no  more  subject  to  the  danger. 
For  this  disease  never  took  any  man 
the  second  time,  so  as  to  be  mortal. 
And  these  men  were  both  by  others 
counted  happy:  and  they  also  them- 
selves, through  excess  of  present 
joy,  conceived  a  kind  of  light  hope 
never  to  die  of  any  other  sickness 
hereafter. 

52.  Besides  the  present  affliction, 
the  reception  of  the  country  people 
and  of  their  substance  into  the  city, 
oppressed  both  them,  and  much 
more  the  people  themselves  that  so 
came  in.  For  having  no  houses,  but 
dwelling  at  that  time  of  the  year  in 
stifling  booths,  the  mortality  was 
now  without  all  form:  and  dying 
men  lay  tumbling  one  upon  another 
in  the  streets,  and  men  half-dead 
about  every  conduit  through  desire 
of  water.  The  temples  also  where 
they  dwelt  in  tents,  were  all  full  of 
the  dead  that  died  within  them.  For 
oppressed  with  the  violence  of  the 
calamity,  and  not  knowing  what  to 
do,  men  grew  careless  both  of  holy 
and  profane  things  alike.  And  the 
laws  which  they  formerly  used 
touching  funerals,  were  all  now 
broken:  every  one  burying  where  he 
could  find  room.  And  many  for  want 
of  things  necessary,  after  so  many 
deaths  before,  were  forced  to  be- 
come impudent  in  the  funerals  of 
their  friends.  For  when  one  had 
made  a  funeral  pile,  another  getting 
before  him  would  throw  on  his 
dead,  and  give  it  tire.  And  when  one 
was  in  burning,  another  would 
come,  and  having  cast  thereon  him 
whom  he  carried,  go  his  way  again. 

53.  And  the  great  licentiousness. 


which  also  in  other  kinds  was  used 
in  the  city,  began  at  first  from  this 
disease.  For  that  which  a  man 
before  would  dissemble,  and  not 
acknowledge  to  be  done  for  volup- 
tuousness, he  durst  now  do  freely: 
seeing  before  his  eyes  such  quick 
revolution,  of  the  rich  dying,  and 
men  worth  nothing  inheriting  their 
estiites.  Insomuch  as  they  justified  a 
speedy  fruition  of  their  goods,  even 
for  their  pleasure:  as  men  that 
thought  they  held  their  lives  but  by 
the  day.  As  for  pains,  no  man  was 
forward  in  any  action  of  honour  to 
take  any:  because  they  thought  it 
uncertain  whether  they  should  die 
or  not  before  they  achieved  it.  But 
what  any  man  knew  to  be  delightful, 
and  to  be  profitable  to  pleasure,  that 
was  made  both  profitable  and  hon- 
ourable. Neither  the  fear  of  the 
gods,  nor  laws  of  men,  awed  any 
man:  not  the  former,  because  they 
concluded  it  was  alike  to  worship  or 
not  worship,  from  seeing  that  alike 
they  all  perished:  nor  the  latter,  be- 
cause no  man  expected  that  lives 
would  last  till  he  received  punish- 
ment of  his  crimes  by  judgment.  But 
they  thought,  there  was  now  over 
their  heads  some  far  greater  judg- 
ment decreed  against  them:  before 
which  fell,  they  thought  to  enjoy 
some  little  part  of  their  lives. 

54.  Such  was  the  misery,  into 
which  the  Athenians  being  fallen 
were  much  oppressed:  having  not 
only  their  men  killed  by  the  disease 
within,  but  the  enemy  also  laying 
waste  their  fields  and  villages  with- 
out. In  this  sickness  also,  (as  it  was 
not  unlikely  they  would),  they 
called  to  mind  this  verse,  said  also 
of  the  elder  sort  to  have  been  ut- 
tered of  old: 

A  Doric  war  shall  fall. 
And  a  threat  plague  withal. 

Now  were  men  at  variance  about 
the  word,  some  saying  it  was  not 
[plague]  that  was  by  the  ancients 
mentioned  in  that  verse  but 
[famine].  But  upon  the  present  oc- 
casion the  word  [plague]  deservedly 
obtained.  For  as  men  suffered,  so 
they  made  the  verse  to  say.  And  I 
think,  if  after  this  there  shall  ever 
come  another  Doric  war,  and  with  it 
a  fiunine,  they  are  like  to  recite  the 
verse  accordingly.  There  was  also 
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reported  by  such  as  knew,  a  certain 
answer  given  by  the  oracle  to  the 
Lacedaemonians,  when  they  in- 
quired whether  they  should  make 
this  war  or  not:  ihat  if  they  warred 
with  all  their  power,  they  should 


have  the  victory;  and  that  the  God 
himself  would  take  their  parts.  And 
thereupon  they  thought  the  present 
misery  to  be  a  fulfilling  of  that 
prophecy.  The  Peloponnesians 
were  no  sooner  entered  Attica,  but 


the  sickness  presently  began:  and 
never  came  into  Peloponnesus,  to 
speak  of,  but  reigned  principally  in 
Athens,  and  in  such  other  places 
afterwards  as  were  most  populous. 
And  thus  much  of  this  disease. 


Virtuous  thoughts  of  the  day  laye  up  good  treasons  for  the  night,  whereby  the  impressions  of 
imaginarie  formes  arise  into  sober  similitudes,  acceptable  unto  our  slumbring  selves,  and  preparatory 
unto  divine  impressions:  hereby  Solomons  sleepe  was  happy.  Thus  prepared,  Jacob  might  well  dreame 
of  Angells  upon  a  pillowe  of  stone,  and  the  first  sleepe  of  Adam  might  bee  the  best  of  any  after. 

That  there  should  be  divine  dreames  seemes  unreasonably  doubted  by  Aristotle.  That  there  are 
demonicall  dreames  wee  have  little  reason  to  doubt.  Why  may  there  not  bee  Angelicall?  If  there  bee 
Guardian  spirits,  they  may  not  bee  unactively  about  us  in  sleepe,  butt  may  sometimes  order  our  dreames, 
and  many  strange  hints,  instigations,  or  discoveries  which  are  so  amazing  unto  us.  may  arise  from  such 
foundations. 


Butt  the  phantasmes  of  sleepe  do  commonly  walk  in  the  great  roade  of  naturall  &  animal  dreames: 
wherin  the  thoughts  or  actions  of  the  day  are  acted  over  and  ecchoed  in  the  night.  Who  can  therefore 
wonder  that  Chrysostome  should  dreame  of  St.  Paul  who  dayly  read  his  Epistles:  or  that  Cardan  whose 
head  was  so  taken  up  about  the  starres  should  dreame  that  his  soul  was  in  the  moone!  Pious  persons 
whose  thoughts  are  dayly  buisied  about  heaven  &  the  blessed  state  thereof,  can  hardly  escape  the  nightly 
phantasmes  of  it.  which  though  sometimes  taken  for  illuminations  or  divine  dreames,  yet  rightly 
perpended  may  prove  butt  animal  visions  and  naturall  night  scenes  of  their  waking  contemplations. 

Many  dreames  are  made  out  by  sagacious  exposition  &  from  the  signature  of  their  subjects;  carrying 
their  interpretation  in  their  fundamentall  sence  &  mysteriee  of  similitude,  whereby  bee  that  understands 
upon  what  naturall  fundamentall  every  notionall  dependeth,  may  by  symbolicall  adaption  hold  a  readie 
way  to  read  the  characters  of  Morpheus.  —  Sir  Thomas  Browne,  Miscellaneous  Wrilin^^s. 
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Dearths  Page 


THE  RETURN  OF  THE  NATIVE 

It  is  such  an  extraordinary  experience  to  return  to 
live  in  North  Carolina  after  living  in  other  states  for 
nearly  a  quarter  of  a  century  that  I  would  like  to  begin 
this  Dean's  Page  by  sharing  some  of  the  observations 
and  perspectives  on  the  first  six  months  of  this  ex- 
perience and  end  the  page  by  commenting  from  these 
perspectives  on  three  issues  which  1  believe  will  be 
before  us  in  the  coming  decade. 

I  have  been  immensely  impressed  anew  by  the 
strength  and  vigor  of  the  social  fabric  of  North  Caro- 
lina. Ours  is  a  robust  society.  Its  strength  is  perhaps 
nowhere  better  exemplified  than  by  the  strength  of  the 
great  universities,  public  and  private,  and  their  medi- 
cal schools.  To  this  returnee,  the  breadth  of  the  in- 
teraction between  our  universities  along  with  their 
medical  schools  and  the  many  facets  of  the  life  of  the 
state  and  its  people  is  striking. 

I  have  been  impressed  again  that  the  people  of 
North  Carolina  are  characteristically  caring  and  in- 
volved. In  no  state  that  I  know  of  have  the  people  built 
stronger  and  more  effective  statewide  enterprises. 
The  AH  EC  program  is  one  prominent  example  of  this 
characteristic  and,  in  my  view,  the  quality  of  the 
leadership  and  the  programs  of  the  North  Carolina 
Medical  Society  similarly  reflect  the  personal,  profes- 
sional commitment  and  concern  of  the  physicians  of 
the  state. 

Recognizing  many  opportunities  for  improvement. 
I  have  been  convinced  by  observation  that  the  health 
care  system  of  North  Carolina  is  outstanding.  Hospi- 
tals are  for  the  most  part  strong  and  effective.  Across 
the  state  there  are  physicians  of  the  highest  compe- 
tence who  offer  the  full  array  of  health  care  to  the 
people  of  the  state.  Less  than  in  other  states  has  the 
regulatory  bureaucracy  stifled  personal  or  institu- 
tional responsibility  and  initiative.  As  a  result,  prom- 
ising advances  in  the  approaches  to  health  care  are 
being  explored.  A  substantial  base  of  social,  be- 
havioral, and  biomedical  research  is  well  linked  to  the 
educational  and  patient  care  programs  to  assure  con- 
tinuing progress.  The  medical  schools  of  the  state  are 
diverse  and  each  in  its  own  way  outstanding.  Consid- 
ered together,  they  constitute  an  immense  resource 
for  the  people  of  the  state.  But  there  are  serious  prob- 
lems, some  urgent  and  some  long-standing. 

I  would  like  to  consider  briefly  several  issues  which 
appear  to  me  to  be  paramount  in  the  years  ahead. 

I  believe  that  the  financing  of  health  care  and  medi- 
cal education  will  come  to  have  a  pervasive  effect  on 


the  practice  of  medicine  in  the  future.  As  physicians, 
most  of  us  are  ill-prepared  to  participate  in  the  eco- 
nomic dialogue.  Since  there  will  be  no  separating  of 
the  economics  of  health  care  from  the  content,  I  be- 
lieve it  is  very  important  that  the  voice  of  the  knowl- 
edgeable clinician  be  heard  in  terms  understandable  to 
the  economist,  the  politician  and  the  people  in  these 
di;ilogues.  In  fact,  at  the  moment  it  seems  to  me  most 
likely  that  a  "cap"  of  some  form  will  ultimately  be 
imposed  upon  all  types  of  health  care  expenditures.  In 
a  sense,  there  will  be  a  widening  gap  between  the 
actual  and  the  potential  in  health  care.  If  this  should 
come  to  pass,  we  will  have  another  professional  re- 
sponsibility for  which  we  are  poorly  prepared,  that  of 
participating  in  the  allocation  of  resources  within  the 
system,  as  for  example  between  resources  for  chronic 
care  and  resources  for  acute  care  or  between  re- 
sources devoted  to  therapeutic  interventions  or  pre- 
ventive medicine.  While  there  are  some  lessons  to  be 
learned  from  past  experience,  for  example,  the  ex- 
periences in  the  early  days  of  hemodialysis  when  this 
treatment  was  available  to  a  relatively  small  number  of 
people,  the  broader  issues  of  health  care  resource 
allocation  in  the  future  will  be  more  difficult  because 
when  one  group  benefits,  another  will  likely  be  disad- 
vantaged. These  issues  are  not  simply  economic  for 
they  involve  values  and  ethics.  And  while  they  will  not 
be  decided  by  physicians  alone,  we  have  an  opportu- 
nity and  a  responsibility  to  frame  the  issues  in  such  a 
way  as  to  reflect  the  clinical  realities.  I  hope  that  we  as 
physicians  will  both  lead  in  the  development  of  pro- 
gnuns  of  prevention  and  assure  the  appropriate  rep- 
resentation of  the  perspectives  and  needs  of  all  of 
those  who  will  be  ill.  I  hope  we  will  educate  ourselves 
to  participate  effectively  in  the  decisions  which  con- 
cern values  and  ethics. 

A  second  substantial  issue  which  we  will  face  in  the 
future  concerns  medical  education.  Many  believe  that 
we  are  now  educating  more  physicians  than  we  will 
need.  Many  challenge  the  content,  process  and  cost  of 
medical  education  as  we  know  it.  These  issues  tran- 
scend the  medical  schools  themselves.  I  hope  that  the 
coming  years  will  include  an  extensive  reexamination 
of  the  size  and  content  of  our  medical  education  pro- 
cess. 

Finally,  while  I  cannot  imagine  that  the  hard  core  of 
medical  practice,  the  relationship  between  the  doctor 
and  the  patient,  will  change  substantially,  I  am  confi- 
dent that  the  science  of  medicine  will  evolve  toward 
simpler  and  more  definitive  diagnostic  and  therapeutic 
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techniques.  I  expect  that  it  will  also  evolve  from  con- 
cern with  illness  toward  concern  with  prevention  and 
health.  As  hard  as  it  is  to  consider  these  possibilities 
when  the  waiting  room  is  full  and  the  list  of  telephone 
calls  to  be  answered  is  long,  I  believe  that  the  clinician 
needs  to  be  involved,  too,  in  directing  our  society's 
response  to  these  factors  as  well. 


Both  personally  and  on  behalf  of  the  School  of 
Medicine,  I  look  forward  to  working  with  the  Journal, 
the  North  Carolina  Medical  Society,  and  the  physi- 
cians of  the  state  on  these  and  other  important  chal- 
lenges. Stuart  Bondurant,  M.D.,  Dean 
University  of  North  Carolina 
School  of  Medicine 


Editorials 


MIDWINTER  MEETING  OF  THE  EXECUTIVE 

COUNCIL  OF  THE  NORTH  CAROLINA 

MEDICAL  SOCIETY 

February  3,  1980 

Under  167  lights.  146  suspended  and  unfrosted,  20 
in  the  ceiling  and  a  single  spot,  the  executive  council  of 
the  North  Carolina  Medical  Society  held  its  annual 
midwinter  meeting  Sunday,  February  3,  1980,  at  the 
Sheraton  Center  in  Charlotte,  a  departure  from  cus- 
tom. President  J.  B.  Warren  welded  his  gavel  gently,  if 
firmly,  and  managed  adjournment  before  four  o'clock 
in  the  afternoon.  That  the  meeting  was  not  marked  by 
heated  debate  nor  by  disrupting  proposals  did  not 
prevent  the  reception  of  much  valuable  information 
and  the  continuation  of  careful  assessment  of  the  soci- 
ety's words  and  deeds. 

A  number  of  important  reports  about  current  prob- 
lems were  presented  in  summary,  most  offering  co- 
gent suggestions  about  how  the  society  can  identify  its 
role  in  the  solution  of  these  problems  and  act  accord- 
ingly. For  example.  Dr.  Harvey  Estes  commented  on 
the  progress  of  the  Legislative  Commission  on  Pre- 
paid Health  Plans  (See  page  242),  an  important  docu- 
ment given  controversy  about  Health  Maintenance 
Organizations  and  particularly  prescient  in  view  of  the 
stories  about  the  collapse  of  Choice  Care  in  Fort  Col- 
lins, Colorado,  and  the  effectiveness  of  the  Kaiser 
programs  as  reported  in  the  February  1,  1980,  issue  of 
the  AMA  News.  It  appears  that  state  governments 
should  not  be  involved  in  running  such  projects  and 
that  for  closed  panel  groups,  considered  most  feasible 
for  North  Carolina,  a  relatively  high  density  of 
population  is  required  if  the  necessary  250.000- 
350,000  are  available  to  provide  the  patient  base. 
President  Warren  suggested  that  members  might 
benefit  from  careful  study  of  Moore's  consideration  of 
the  potential  role  of  Independent  Practice  Associa- 
tions (IPA)  in  the  efficient  delivery  of  health  care.^-^ 

The  council  then  took  heed  of  Dr.  Tilghman  Herring 
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who  brought  us  the  latest  financial  news  —  remarka- 
bly good  news,  too.  because  the  society  can  point  to 
an  operating  surplus  of  $170,000  and  an  increase  in  our 
operating  reserve  to  $870,000  at  the  year's  end.  De- 
spite the  fact  that  our  annual  dues  ($140)  are  46th  in  the 
nation,  there  is  no  need  for  an  increase  in  1980.  (Only 
Tennessee  among  the  southern  states  has  lower  an- 
nual dues:  the  national  median  is  $200.)  Dr.  John  T. 
Dees,  chairman.  Committee  on  Legislation,  followed 
Dr.  Herring  to  the  podium  and  took  pains  to  point  out, 
that,  despite  an  assertion  by  one  of  the  daily  newspa- 
pers in  our  state,  he  does  not  have  an  $850,000  budget 
for  lobbying,  that  amount  exceeding  even  the  total 
iinnual  budget.  He  reminded  us  that  1980  is  an  election 
year  so  that  the  games  played  by  the  lions  and  the 
foxes  of  politics  must  be  observed  with  care  and  that 
the  society  must  be  well  aware  as  always  of  the  politi- 
cal climate.  The  council  was  then  informed  that  Dr. 
Dees  would  receive  recognition  from  the  AMA  later  in 
February  for  his  statement  on  chiropractic  to  the  Sen- 
ate Human  Resources  Committee.  Dr.  David  S.  Nel- 
son, chairman,  MEDPAC,  for  North  Carolina  then 
discussed  a  matter  between  10  state  medical  societies 
including  ours  and  the  Federal  Election  Commission 
about  the  relations  between  MEDPAC  and  organized 
medicine.  Appropriate  measures  have  been  instituted 
by  these  societies  to  assure  the  commission  of  the 
legitimacy  of  the  relationship. 

Dr.  David  Citron,  speaking  for  the  Board  of  Medical 
Examiners,  then  offered  that  body's  statistical  and 
annual  report  which  was  duly  accepted  by  the  council. 
He  then  described  with  considerable  feeling  and  even 
eloquence  the  board's  concern  for  and  efforts  toward 
helping  marginal  physicians.  The  council  was  strongly 
moved  and  agreed  with  the  board  that  renewed  effort 
in  this  field  would  be  most  rewarding  to  the  physician 
affected,  to  medicine  as  a  whole  and  to  society. 

Dr.  David  Welton  then  brought  word  from  the  AMA 
House  of  Delegates,  the  representative  of  members  as 
a  whole,  and  reported  that  membership,  ethics  and 
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CYCLAPEN®  (cyclacillin)  f 

oral  suspension 

125  mg  per  5  ml: 

100  ml  and  200  ml  bottles 
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Indications 

Cyctapen'^  (cycldcillin)  has  less  m  vitro  acUvity  than  other  drugs  in  the 
ampiciltin  class  of  aniibiolics  and  its  use  should  be  confined  to  the  indications 
listed  below 

Cyclapen'*'is  indicaled  lor  the  treatment  ot  tfie  lollowing  infections 
RESPIRATORY  TRACT 

Tonsillitis  and  ptiaryngilis  caused  by  Group  A  bet  a -hemolytic  streptococci 
Broncfiitis  and  pneumonia  caused  by  S  pneumoniae  [lormerly  0  pneu- 
moniae) 

Otitis  Media  caused  by  S  pneumoniae  [lotmerly  D.  pneumoniae)  and  H 
influenzae 

Acute  exacerbation  ol  ctiromc  bronchttts  caused  by  H  mflueniae' 
'Thougti  clinical  improvement  has  been  shown,  bacleriologic  cures  can- 
not be  expected  in  all  patients  with  chronic  respiratory  disease  due  to  H 
influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  intections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  non-penicillinase  producers 
URINARY  TRACT  INFECTIONS  caused  by  f  coli  and  P  mirabilis  (This  drug 
should  not  be  used  in  any  intections  caused  by  f  coli  and  P  mirabilis  other 
than  urinary  tract  intections) 

NOTE  Cultures  and  susceptibility  tests  should  be  perlormed  initially  and 
during  treatment  to  monitor  the  elfecttveness  of  therapy  and  the  susceptibility 
of  bacteria  Therapy  may  be  instituted  prior  to  the  tesulls  ot  sensitivity  testing 
Contraindications 

The  use  ol  this  drug  is  contramdicated  m  individuals  with  a  history  ol  an 
allergic  reaction  to  penicillins 
Warnings 

CYCLACILLIN  SHOULD  ONLY  BE  PRESCRIBED  FOR  THE  INDICATIONS  LISTED  IN 
THIS  INSERT 

CYCLACILLIN  HAS  LESS  IN  VITRO  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  Af^PI- 
CILLIN  CLASS  ANTIBIOTICS  HOWEVER,  CLINICAL  TRIALS  HAVE  DEMONSTRATED 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS 
SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC- 
TIONS HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  ADMIN- 
ISTRATION IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC- 
TIONS ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A  HISTORY  OF 
SENSITIVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WITH 
A  HISTORY  OF  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCED 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A  CEPHALOSPOR- 
IN BEFORE  THERAPY  WITH  A  PENICILLIN  CAREFUL  INQUIRY  SHOULD  BE  MADE 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS,  CEPHALO- 
SPORINS AND  OTHER  ALLERGENS  IF  AN  ALLERGIC  REACTION  OCCURS,  THE 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  BE 
INITIATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER- 
GENCY TREATMENT  WITH  EPINEPHRINE  OXYGEN,  INTRAVENOUS  STEROIDS,  AIR- 
WAY MANAGEMENT  INCLUDING  INTUBATION,  SHOULD  ALSO  BE  ADMINISTERED 
AS  INDICATED 
Precautions 

Prolonged  use  of  antibiotics  may  promote  the  overgrowth  ol  nonsusceptible 
organisms  If  superinfection  occurs  during  therapy,  appropriate  measures 
should  be  taken 

PREGNANCY  Pregnancy  Category  B  Reproduction  studies  have  been  perloimed 
in  mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  of  impaired  fertility  or  harm  to  the  fetus  due  fo  cyclacillin  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  aie  not  always  predictive  of  human  response,  this 
drug  should  be  used  during  pregnancy  only  it  clearly  needed 
NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  excreted  m  human 
milk.  Because  many  drugs  are  excreted  m  human  milk,  caution  should  be 
exercised  when  cyclacillin  is  administered  to  a  nursing  woman 
Adverse  Reactions 

The  oral  administration  of  cyclacillin  is  generally  well  tolerated 
As  with  other  penicillins,  untoward  reactions  ol  the  sensitivity  phenomena  are 
lihely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 
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hypersensitivity  to  penicillins  or  in  those  with  a  history  ot  allerg)/,  i 

fever,  or  urticaria 

The  following  adverse  reactions  have  been  reported  with  the  use  o' 

diarrhea  [in  approximately  1  out  ol  20  patients  treated),  nausea  a 

(in  approximately  1  ir  50).  and  skin  rash  (in  approximately  I  m  ''i 

instances  of  headache,  dizziness,  abdominal  pain,  vaginitis,  and  ur- 

been  reported  (See  WARNINGS) 

Other  less  Irequent  adverse  reactions  which  may  occur  and  that; 

reported  during  therapy  with  other  penicillins  are  anemia,  lhromt;i 

thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosmop 

reactions  are  usually  reversible  on  discontinuation  of  therapy 

As  with  other  semisynthetic  penicillins,  SCOT  elevations  have  bee  mI 

Dosage  and  Administration 


SO 


INFECTION' 


ADULTS 


Respiratory  Jract 
Tonsillitis  & 
Pharyngitis"* 


250  mg  q id 
spaced  doses 


n  equally 


CHILDREN 
Dosage  should^ 
in  a  dose  highi'fl 
lor  adults 

body  weight  - 

lbs)  125  nifH 
equally  spacecH 
body  weight  'J 
lbs)  250  mil 
equally  spaced 


Bronchitis  and 
Pneumonia 
Mild  or  Moderate 
Infections 
Chronic  Infections 


Otitis  f^edia 


Skin  &  Skin 
Structures 


Urinary  Tract 


250  mg  qid.  in  equally         50  mg/hg/dali 
spaced  doses  equally  space(|i 

500  mg  qid  in  equally         100  mgkg'diH 
spaced  doses  equally  spaced 

250  mg  to  500  mg  q.id  50  to  100  mi.fl 

in  equally  spaced  doses         equally  spaced 
depending  on  severity  pending  on  set 

250  mg  to  500  mg  q.i.d  50  to  100  m['f 

in  equally  spaced  doses         equally  spacec'i 
depending  on  severity  pending  on  se'J 

500  mg  q.id.  m  equally         100  mg/kg/da  ( 
spaced  doses  spaced  doses.! 

*As  with  antibiotic  therapy  generally.  Ireafment  should  be  conii 
minimum  ol  38  to  12  hours  alter  the  patient  becomes  asymptom  0 
evidence  ol  bacterial  eradication  has  been  obtained  \ 

"In  infections  caused  by  Group  A  beta-hemolytic  streptococci,  a 
10  days  oi  treatment  is  recommended  to  guard  against  !he  risko 
fever  or  glomerulonephritis. 
In  the  treatment  of  chronic  urinary  tract  mtection.  frequent  bade 
clinical  appraisal  is  necessary  during  therapy  and  may  be  requirec* 
months  afterwards 

Persistent  infection  may  require  treatment  lor  several  weeks 
Cyclacillin  is  not  indicated  in  children  under  2  months  of  age. 
Patients  with  Renal  Failure 
Based  on  a  dosage  of  500  mg  q.i.d,.  the  following  adjustmeni 
interval  is  recommended. 

Patients  with  a  creatinine  clearance  of  >50  ml/mm  ne|l 

age  interval  adiustment. 

Patients  with  a  creatinine  clearance  of  30-50  ml/mm  shoulil 

doses  every  12  hours 

Patients  with  a  creatinine  clearance  ot  between  15-30  ml- 

receive  lull  doses  every  18  hours 

Patients  with  a  creatinine  clearance  ol  between  10-15  nil' 

receive  lull  doses  every  24  hours 

In  patients  with  a  creatinine  clearance  of  510  r 

serum  creatinine  values  ol  i  10  mg  %,  serum  cyclacillin  levfilr 

mended  to  determine  both  subsequent  dosage  and  trequen( 
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medical  education  had  been  the  major  topics  at  the 
recent  session  although  the  unfortunate  Delaney 
clause,  which  has  to  do  with  carcinogens,  received 
considerable  attention.  The  AMA  now  has  150,000 
members  paying  full  dues  and  40,000  residents  and 
students  paying  lower  dues;  to  avoid  increases,  to 
simply  stand  still,  20,000  new  members  are  needed 
every  year.  In  matters  ethical  we  still  find  ourselves 
confronted  by  a  capricious  Federal  Trade  Commis- 
sion. Both  judicial  and  legislative  remedies  are  being 
assiduously  promoted.  The  AMA  has  recently  revised 
its  position  in  relation  to  both  undergraduate  and  post- 
graduate medical  education  and  has  issued  a  definitive 
statement  in  this  regard.  In  the  matter  of  postgraduate 
or  continuing  medical  education,  the  difficulties  lie  in 
the  mechanics  of  course  accreditation,  a  chaotic  and 
competitive  field  seeking  order  while  retaining  effec- 
tiveness and  stimulating  interest. 

Postprandially,  president  Warren  welcomed  the  re- 
ports of  the  councilors,  remarking  that  these  com- 
munications afforded  the  council  an  excellent  oppor- 
tunity to  learn  about  the  great  diversity  of  medical  and 
related  activities  in  the  districts.  The  remainder  of  the 
afternoon  was  almost  entirely  devoted  to  the  reports 
of  the  six  commission  chairmen.  In  particular,  careful 
attention  was  given  to  the  relation  between  the  soci- 
ety's Blue  Shield  and  Insurance  Industry  committees 
and  the  organizations  they  advise  so  as  to  ensure  that 
the  society  is  not  engaged  in  matters  pertaining  to  the 


setting  of  physicians'  fees.  These  committees  are  to 
confine  their  consideration  to  matters  of  policy  in 
which  the  society  is  interested,  but  not  including  fees. 
A  motion  was  requested,  made,  seconded  and  passed 
to  permit  the  shifting  of  a  punctuation  mark  so  that  the 
meaning  of  a  phrase  in  the  Retirement  Savings  Plan 
could  be  clarified.  Thus  must  syntax  even  be  a  con- 
cern of  the  council.  The  Committee  on  Cancer,  sub- 
committee on  diagnosis  and  treatment,  was  bothered 
and  justly  so  by  the  nature  of  reimbursement  in  the 
state  cancer  program.  Of  the  $292,000  paid  out  last 
year,  only  $108,000  was  spent  for  diagnosis;  more  than 
75%  of  the  funds  were  paid  out  for  inpatient  service. 
Much  was  spent  in  diagnosing  benign  conditions,  unit 
outlays  for  these  cases  being  $848  compared  to  $917 
for  malignant  states.  It  was  suggested  that  outpatient 
facilities  be  used  more  effectively  and  justification  for 
reimbursement  be  submitted.  Further  recom- 
mendations were  made  so  that  cervical  dysplasia 
could  receive  closer  attention  in  the  cancer  program. 
Other  items  considered  included  physicians'  assis- 
tants, trauma  services,  physicians  lagging  in  their 
continuing  education  and  the  recognition  of  Dr. 
Elizabeth  Kanof  for  her  devoted  efforts  in  communi- 
cation and  leadership  training  and  of  the  departing 
staff  member  Mrs.  Nancy  Taylor  for  her  fine  work  in 
the  jail  project.  Finally,  Dr.  Louis  Shaffner,  chairman 
of  the  Ad  Hoc  Committee  on  the  Journal,  offered  his 
report  to  the  council  (See  page  242)  which  listened 


HOLLY  HILL  HOSPITAL— A  HOSPITAL  COMMUNITY 
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carefully  and  questioned  pointedly  before  accepting 
the  summary. 


J.H.F. 
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DOWN  HOME:  'SANG 

Nearly  30  years  ago  when  Edwin  Way  Teale  and  his 
wife  were  going  North  With  the  Sprint^ . '  they  stopped 
in  Lenoir  at  the  Greer  Drug  Company,  then  one  of  the 
nation's  largest  dealers  in  medicinal  herbs,  to  seek  a 
"yarb  woman"  whose  hunting  grounds  proved  to  be 
just  north  of  Happy  Valley.  In  those  days  highest 
market  prices  for  herbs  went  for  ginseng,  $8-$  10  a 
pound  for  dried  root.  Even  earlier,  in  1793,  Andre 
Michaux,  who  brought  the  camellia  to  this  country, 
had  noted  that  ginseng  was  the  only  product  that  could 
be  shipped  profitably  overland  from  Kentucky  to 
Philadelphia.  In  the  19th  Century,  Asa  Gray,  the  noted 
botanist,  observed  that  "the  flower  in  both  (genera  of 
the  ginseng  family)  are  more  or  less  polygamous," 
rather  disturbing  until  one  realizes  that  plants  are 
polygamous  because  they  can  bear  both  bisexual  and 
unisexual  blossoms  simultaneously. 

But  Michaux  and  Gray  were  late  comers  to  'sang 
lore.  Confucius  said  something  about  it  more  than  two 
millenia  ago  and  it  was  probably  popular  in  China 
before  that.  When  Teale  was  traveling  north,  most  of 
our  native  ginseng  was  exported  to  the  Orient  where  it 


has  been  known  to  bring  $300-$400  an  ounce,  "more 
precious  than  gold."-  Because  of  its  cash  value  in 
pioneer  days  in  this  country,  it  almost  went  the  way  of 
the  American  bison;  only  two  years  ago  was  it  listed  as 
an  endangered  species  by  the  Endangered  Species 
Scientific  Authority  (ESSA).  And,  of  course,  as 
something  gets  rarer,  it  becomes  more  attractive,  the 
price  goes  up,  some  cry  controls  and  others  holler  free 
market.  When  that  happens  a  native  market  develops. 
If  something  is  rare  and  costly,  it  must  be  good.  But 
Americans  haven't  learned  through  the  centuries 
about  its  margins  of  safety  as  the  Chinese  apparently 
have.  When  a  preparation  is  supposed  to  prolong  life 
and  sexual  vigor,  who  has  time  to  take  test  doses. 
After  all,  if 'sang  carries  the  promise  of  the  mysterious 
East  it  might  even  be  better  than  amyl  nitrite,  a  front- 
runner  currently  for  those  seeking  the  infinite  through 
intercourse. 

Let  us  then  examine  the  place  of  ginseng  in  the 
United  States  today.  Where  do  we  turn?  To  Califor- 
nia, of  course,  the  land  of  mellow  and  Brown,  the  new 
frontier  of  the  mind  and  perhaps  the  greatest  space  for 
drug  testing  around  unsupervised  by  the  Food  and 
Drug  Administration.  To  a  neuropsychiatric  institute 
in  Los  Angeles  we  are  indebted  for  a  study  of  133 
ginseng  users  among  the  estimated  five  to  six  million 
people  in  this  country  who  usually  swallow  powdered 
root  in  their  quests.-'  It  is  reassuring  to  learn  that  the 
agent  is  a  tonic  and  thus  a  worthy  successor  to  sulfur 
and  molasses.  Groves  Chill  Tonic.  Father  John's 
medicine  and  the  Indian  remedies  so  dear  to  John 
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Wesley/  The  root  is  also  an  adaptogen  which  contains 
338  calories,  12.2  g  protein  and  70  g  carbohydrate  per 
100  g,  vitamins  including  E,  calcium,  iron  and  phos- 
phorus but  apparently  no  bone  meal  or  lecithin.  Taken 
in  moderation,  such  a  preparation  should  do  little 
harm  and  might  even  encourage  the  expectant  and 
calm  the  worried  well. 

But  good  things  will  be  abused.  Devoted  consumers 
may  have  morning  diarrhea,  skin  eruptions,  insomnia, 
nervousness,  hypertension  and  a  myriad  of  lesser 
signs  and  symptoms.  They  also  may  experience 
stimulation,  feelings  of  well-being  and  even  euphoria, 
effects  we  might  expect  from  an  adaptogen.  Acute 
withdrawal  may  lead  to  hypertension,  weakness  and 
tremor  while  changes  of  mood  during  heavy  dosing 
may  be  suggestive  of  organic  brain  syndromes  as- 
sociated with  adrenal  steroid  excess. 

Since  most  of  our  mountain  ginseng  is  still  exported 
and  gatherers  are  rarely  consumers  in  this  state,  clini- 
cal problems  are  unlikely  this  far  east.  But  there  are 
economic  aspects  worthy  of  attention.  When  the 
ESSA  proscribed  ginseng  in  1977,  the  North  Carolina 
State  Department  of  Agriculture  responded,  pointing 
out  that  this  state  already  had  adequate  laws  to  protect 
the  plant  and  that  harvests  can  be  so  managed  to 
prevent  its  going  the  way  of  the  passenger  pigeon.  So 
North  Carolina  was  exempted  from  the  action  of 


ESSA,  export  was  allowed  to  continue  and  a  four- 
point  program  established  to  ensure  the  future  of  the 
precious  plant.  Dealers  are  now  certified,  ginseng  is 
being  cultivated  in  nurseries,  the  inevitable  educa- 
tional program  has  been  initiated  and  the  status  of  the 
plant  is  being  monitored.  Interestingly  enough  our 
pioneering  and  progressive  protective  legislation, 
which  forbids  digging  for  the  root  between  April  1  and 
September  1,  was  enacted  in  1866  and  has  apparently 
been  kept  up  to  date. 

Ginseng  still  does  seem  to  have  a  lingering  place  in 
the  folk  medical  armamentarium  of  the  Appala- 
chians.'' Leaves,  dried,  powdered,  burned  under  a  hot 
coal  and  inhaled  may  be  used  for  the  treatment  of 
asthma  and  a  blend  of  rattle  root,  red  corn  root,  wild 
cherry  bark,  golden  seal  root,  ginseng  and  white  liquor 
may  be  sipped  as  needed  for  rheumatism.  Perhaps  the 
white  liquor  kills  the  pain  and  ginseng  induces 
euphoria. 

J.H.F. 
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Committees  and 
Organizations 


At  the  behest  of  the  executive  council  at  its  fall  session 
at  Mid  Pines  September  30,  1979,  President  J.  B.  War- 
ren named  Drs.  Louis  Shaffner,  chairman,  Thomas  H. 
Byrnes,  I.  Gordon  Early,  John  H.  Felts  (editor)  and 
Assad  Meymandi  to  an  ad  hoc  committee  to  examine  the 
function  and  purpose  of  the  "North  Carolina  Medical 
Journal"  and  to  suggest  ways  in  which  the  "Journal" 
can  serve  members  of  the  society.  The  report  was  ac- 
cepted by  the  council  at  its  mid-winter  meeting  in 
Charlotte,  February  3,  1980,  and  is  presented  here  so 
that  our  readers  may  be  aware  of  the  committee's  rec- 
ommendations. The  "Journal"  welcomes  comments 
and  suggestions  about  the  conclusions  reached  and  any 
other  matters  the  membership  considers  relevant. 

J.H.F. 

REPORT  OF  THE  AD  HOC  COMMITTEE  TO 

INVESTIGATE  METHODS  OF  IMPROVEMENT 

OF  THE  FUNCTIONS  OF  THE 

NORTH  CAROLINA  MEDICAL  JOURNAL* 

Before  our  meeting  February  1,  1980,  we  invited 
comments  from  officers  of  the  society  and  from  mem- 
bers of  the  editorial  board,  and  we  reviewed  other 
state  medical  society  journals.  At  the  meeting  we 
identified  the  functions  of  the  Journal  and  assessed 
the  manner  and  success  of  the  yo///-««/  in  performing 
these  functions.  Dr.  Meymandi  reported  that  his  sur- 
vey of  over  one  half  of  his  Cumberland  County  Medi- 
cal Society  membership  indicated  that  not  over  10%  of 
the  group  felt  the  Journal  had  anything  of  interest  or 
help  for  them. 

The  committee  concluded  that: 

The  function  of  the  Journal  to  publish  scientific 
papers  from  the  membership  is  proper,  but  many  of 
the  papers  received  are  of  particular  interest  to  only  a 
small  segment  of  the  membership.  They  do,  however, 
require  review  by  the  physician  editor  and  consul- 
tants; this  requires  much  time  and  effort  prior  to  publi- 
cation. 

Other  functions  of  the  Journal  were  identified  as: 

1.  Informing  the  membership  of  activities  of  the 
society. 

2.  Reporting  medical  events  throughout  the  state. 

3.  Discussion  of  the  relations  of  private  physicians 
to  governmental  agencies  as  they  affect  his  prac- 
tice; e.g.,  activities  of  HSAs,  PSROs,  Depart- 
ment of  Human  Resources  and  Medicaid,  and 
legislative  proposals. 


4.  Reporting  medical  meetings  as  summaries  or 
abstracts,  if  not  full  publication,  of  papers  pre- 
sented at  the  Leadership  Conference. 

5.  Other  informative  reports  such  as  profiles  of 
legislators  and  of  physicians  in  public  positions 
and  explanations  of  independent  practice  as- 
sociations or  HMOs. 

These  latter  functions  have  often  been  performed 
sketchily,  if  at  all.  Deficiencies  can  be  attributed  to  a 
combination  of  the  following: 

1.  Lack  of  time  and  editorial  help  for  the  editor. 

2.  Physical  separation  of  the  editorial  office  in 
Winston-Salem  from  the  business  office  in  Ra- 
leigh. 

3.  Failure  of  the  editorial  board  to  assume  initiative 
in  implementing  these  functions. 

4.  The  expense  of  publishing  the  Journal. 

A  fulltime  editorial  assistant  for  the  editor  could 
take  responsibility  for  instituting  or  improving  the 
other  functions  as  outlined  above.  This  assistant  need 
not  be  a  physician  but  could  be  an  individual  trained  in 
journalism.  Some  savings  in  production  costs  could  be 
effected  without  downgrading  the  attractiveness  of 
the  Journal:  such  savings  could  help  offset  the  ex- 
pense of  the  fulltime  editorial  assistant. 

Therefore,  the  committee  recommends  that  the  ex- 
ecutive council  request  the  editorial  board  to: 

1.  Plan  expansion  of  the  editorial  staff  of  the  yo///-- 
nal  to  improve  the  function  of  the  Journal  as 
outlined  above  and  to  effect  such  savings  in  pro- 
duction of  the  Journal  as  appropriate  to  help 
offset  the  increased  expense  of  such  editorial 
help. 

2.  To  submit  a  plan  and  budget  to  the  finance  com- 
mittee and  the  executive  council  for  approval  by 
the  next  meeting  of  the  executive  council. 

Louis  Shaffner,  M.D.,  Chairman 

PROGRESS  REPORT  ON  THE  LEGISLATIVE 
COMMISSION  ON  PREPAID  HEALTH  PLANS* 

The  State  of  North  Carolina  has  a  large  number  of 
employees,  scattered  widely  over  the  state.  Health 
insurance  costs  are  a  major  item  of  expense  for  the 
state;  these  costs  are  rising  rapidly  year  by  year.  Blue 
Cross/Blue  Shield  is  the  insurance  carrier  for  this 
group  of  employees. 

In  1978  the  North  Carolina  General  Assembly 
created  a  Commission  on  Prepaid  Health  Plans  and 
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charged  this  group  with  exploring  the  feasibility  and 
cost  saving  potential  of  various  forms  of  prepaid 
health  plans  and  preparing  a  report  to  the  General 
Assembly  regarding  such  plans  as  a  means  of  provid- 
ing health  insurance  coverage  for  state  employees. 

This  commission  met  through  the  fall  and  winter  of 
1978-79.  hearing  testimony  from  those  who  have  had 
experience  with  various  prepayment  plans,  and  those 
who  have  studied  the  economic  impact  of  such  sys- 
tems. It  was  concluded  that  such  systems  have  been 
successful  in  reducing  the  total  cost  of  health  care  and 
that  they  have  proved  acceptable  to  both  patients  and 
doctors  and  that  further  exploration  of  the  feasibility 
of  such  plans  in  North  Carolina  was  desirable.  The 
General  Assembly  received  this  information  and  ap- 
propriated a  sum  of  money  for  a  fulltime  staff  to 
conduct  this  feasibility  study.  Mr.  Tom  Bickman  was 
employed  to  head  this  study  and  began  work  in  the 
fall  of  1979. 

The  feasibility  study  will  explore  the  interest  of 
employers,  other  than  the  State  of  North  Carolina,  in 
purchasing  such  insurance,  the  interest  of  physicians 
in  participating  in  such  plans,  and  the  interest  of  pos- 
sible sponsors  of  such  plans  in  entering  the  North 
Carolina  marketplace. 

Initial  explorations  have  indicated  that  there  is 
interest  among  all  these  groups,  but  especially  among 
employers.  Many  doctors  are  also  actively  interested. 


but  there  is  an  urgent  need  to  educate  doctors  about 
this  topic.  Many  know  nothing  about  the  field,  or  even 
worse,  have  misconceptions  about  such  plans.  To 
some  doctors,  the  words  Heiilth  Mtiintcnunce  Or- 
ganization are  synonymous  with  a  Communist  plot  or 
a  plan  for  socialized  medicine.  Let  us  take  a  minute  to 
review  the  term.  Health  Maintenance  Organization 
(or  HMO)  is  really  a  misnomer.  It  does  not  refer  to  a 
phui  for  preventive  care,  but  to  a  payment  plan  for 
health  care.  It  involves  some  form  of  prepayment,  as 
opposed  to  fee-for-service  payment. 

In  such  plans,  health  care  of  a  comprehensive  type, 
generally  outpatient  care  and  hospitalization,  is  of- 
fered for  a  fixed  monthly  or  yearly  amount.  Under 
such  a  plan,  the  sponsor  (an  insurance  company,  a 
physician  group,  etc.)  is  at  risk.  There  is  a  chance  that, 
if  all  goes  well,  and  the  insured  group  remains  healthy, 
a  profit  may  be  realized  at  the  end  of  the  insured 
period.  There  is  also  a  chance  that  if  all  does  not  go 
well,  the  sponsor  will  lose  money  over  the  insured 
period.  The  key  is  the  element  of  risk.  It  makes  those 
who  participate  in  such  a  system  very  conscious  of 
costs.  Obviously,  there  is  an  advantage  in  keeping  the 
insured  group  healthy,  through  education  and  pre- 
ventive services,  which  led  to  the  term  HMO,  but  the 
record  does  not  show  that  HMOs  have  had  remarka- 
ble success  in  this  arena. 

Having  defined  in  brief  what  prepayment  plans  or 
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HMOs  are,  we  must  quickly  point  out  that  there  are 
dozens,  perhaps  hundreds,  of  ways  in  which  they  may 
be  packaged  and  sponsored.  Let  us  consider  two 
types. 

At  one  end  of  the  spectrum  are  the  closed  panel 
systems,  such  as  the  Kaiser-Permanente  Plans  on  the 
West  Coast.  This  system  owns  its  own  clinics  and 
hospitals  and  contracts  with  a  group  of  doctors  to 
staff  them.  They  provide  all  but  a  few  complex  proce- 
dures in-house  and  thus  have  a  great  deal  of  control 
over  the  total  cost  of  the  plan. 

At  the  other  end  are  the  Individual  Practice  Associ- 
ation types  of  HMOs  or  IPAs.  In  this  type,  individual 
doctors  who  continue  to  work  in  their  own  offices  and 
to  see  their  own  fee-for-service  patients,  agree  to  care 
for  patients  who  subscribe  to  the  IPA.  The  IPA  mar- 
kets its  services  to  employers,  receives  payment 
from  these  employers,  and  distributes  these  funds  to 
individual  doctors  who  provide  services. 

To  the  employer  who  wishes  to  secure  health  ser- 
vices for  his  workers,  the  IPA  is  a  prepayment  system; 
but  to  the  doctor  participating  in  the  system,  the  sys- 
tem allows  him  to  see  patients  in  the  usual  manner. 

An  IPA  type  HMO  can  be  formed  by  an  insurance 
company,  by  Blue  Cross/Blue  Shield,  or  by  a  local 
medical  society.  In  each  case,  the  sponsoring  organi- 
zation is  at  risk  for  the  contracted  services  for  the 
duration  of  that  contract. 

The  commission  has  examined  these  and  other 
types  in  carrying  out  its  task.  It  has  not  reached  a 
conclusion  as  to  the  type  which  should  be  encouraged 
or  even  (/  such  a  system  should  be  encouraged. 

Several  opinions  have  emerged.  There  is  agreement 
that  state  government  should  not  be  involved  in  or- 
ganizing or  operating  an  HMO.  If  such  systems  are 
indicated,  private  organizations  should  be  encouraged 
toorganize  and  sponsor  them.  There  is  also  agreement 
that  the  best  outcome  is  a  system  in  which  several 


HMOs  exist  and  in  which  there  is  active,  open  compe- 
tition between  HMOs  and  other,  more  conventional, 
health  insurance  payment  systems.  Rochester,  N.Y., 
and  Minneapolis,  Minn.,  are  cities  in  which  such  a 
marketplace  exists.  The  result  is  the  promotion  of 
efficiency  and  the  greater  control  of  costs  in  all  sys- 
tems; in  HMOs  and  in  conventional  systems  alike. 

I  think  that  the  commission  will  find  that  the  IPA 
model  best  fits  this  state.  There  are  several  places 
which  are  large  enough  for  closed  panels,  but  I  expect 
that  other  factors  would  make  success  of  such  a  plan 
doubtful.  It  is  also  my  opinion  that  the  commission 
would  only  recommend  an  HMO  as  one  option,  to  be 
offered  to  each  employee  along  with  other  options 
such  as  conventional  Blue  Cross/Blue  Shield  insur- 
ance coverage. 

Obviously,  there  is  nothing  substantive  to  report  at 
this  time,  but  there  is  a  need  to  let  doctors  throughout 
the  state  know  about  the  commission,  about  HMOs, 
and  about  their  options  in  the  future.  The  North  Caro- 
lina Medical  Society  has  formed  an  ad  hoc  committee, 
Drs.  M.  Frank  Sohmer,  Jr.,  Kenneth  E.  Cosgrove, 
Ernest  B.  Spangler,  T.  Reginald  Harris  and  myself,  to 
work  with  the  commission.  We  have  met  with  Mr. 
Glenn  Wilson,  the  chairman  of  the  commission  on 
Prepaid  Health  Plans,  and  Mr.  Tom  Bickman  to  dis- 
cuss these  matters. 

This  NCMS  committee  and  its  individual  mem- 
bers stand  ready  to  come  to  talk  with  any  county  or 
district  medical  society  regarding  the  work  of  the 
commission,  the  nature  of  HMOs,  the  optional  va- 
rieties of  HMOs,  or  any  other  matter  related  to  this 
topic.  Our  best  interest  will  be  served  by  informing  all 
our  members  as  completely  as  possible.  We  would 
also  ask  that  executive  council  members  assist  us  by 
informing  medical  societies  in  their  districts  about  our 
activity  and  that  we  can  come  and  discuss  these  mat- 
ters  with  them.         g.  Harvey  Estes,  Jr.,  M.D. 
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Bulletin  Board 


NEW  MEMBERS 

of  the  State  Society 


Allen,  Cyril  Anthony,  MD,  (IM)  P.  O.  Box  14005,  Raleigh  27620 
Anwar,  Mohammad  Saeed,  MD,  (IM)  505  North  Rhird  Ave., 

Mayodan  27027 
Bolstad,  Karl  Edward,  MD,  (ORS)  236  E.  Center  St.,  Lexington 

27292 
Broadhead,   Mr.  Walter  Eugene  (STUDENT)  L-9  Estes  Park, 

Carrboro  27510 
Brown,  Walter  John,  MD,  (FP)  79  Trundle  Ridge-Fearrington, 

Pittshoro  27512 
Browning.  Mr.  David  Judson  (STUDENT)  1204  Murray  Avenue, 

Durham  27704 
Campbell,  Peter  Bruce,  MD.  (ID)  East  Carolina  Univ..  Greenville 

27834 
Chamberlain,  Jack  Kenneth,   MD,  (IM)  East  Carolina  Univ., 

Greenville  27834 
Davis,  Paul  Lawson.  Jr..  MD.  (R)  P.  O.  Box  368.  Clyde  28721 
DeVine,  Leibert  Earl.  MD,  (FP)  Rt.  #3,  Box  47-B,  Edenlon  27932 
Edgerton,  MM.  Thomas  Arthur  (STUDENT)  6-C  Avalon  Rd., 

Winston-.Salem  27104 
Elliston,  Lewis  Daniel.  MD.  (IM)93  Victoria  Road,  Asheville  28801 
Erlandson,  Stephen  Enc,  MD,  (FP)  180-D  Parkwood,  Elkin  28621 
Fayez,  Jamil  Abdel-Latif,  MD,  (OBG)  4315  Woodbourne,  Clem- 

mons  27012 
Fischer,  Martin  Joseph,  MD,  (GS)  520  Biltmore  Avenue,  Asheville 

28801 
Frantz.  Paul  Thomasson,  MD,  (CD)  UNC,  108  Clinical  Sci.  Bldg.. 

229-H,  Chapel  Hill  27514 
Genta,  Valeno  M.,  MD,  (RESIDENT)  The  Villages,  Apt.  D-21, 

Carrboro  27510 
Goldstin.  Jared  Haft.  MD.  (FP)  702  S.  Main  St..  Randleman  27317 
Griiham.  Ms.   Florice  Mason.  (STUDENT)   1.300  E.   Shine  St., 

Kinston  28501 
Gravlee.  Glenn  Page.  MD.  (AN)  1205  Clover  St..  Winston-Salem 

27105 
Guttler.  Sanford  Dennis.  MD(FP)  1  Trade  St.,  Granite  Falls  28630 
Hall,  Ms.  Sherry  Lene  (STUDENT)  P.  O.  Box  573,  Snow  Hill  28580 
Hanis,  Robert  Mark,  MD,  (RESIDENT)  105  Dunedin  Court,  Gary 

27511 
Johnson,  Curtis  Corydon,  MD,  (GS)  106  Hospital  Dr..  Spruce  Pine 

28777 
Kaplan,  Mr.   David   Louis  (STUDENT)   118  S.   Sunset  Dr., 

Winston-Salem  27101 
Kataria,  Sudesh,   MD,  (PD)  East  Carolina  Univ  —  Pediatrics, 

Greenville  27834 
LaLonde,  John  Charles,  MD,  (FP)  517  Miltwood  Dr..  Greensboro 

27408 
Long,  Fred  Joseph,  Jr.,  MD,  (GS)  100  Sunnybrook  Rd.  Ste.  203, 

Raleigh  27611 
Loosen,  Peter  Thomas.  MD.  (P)  UNC  Dept.  of  Psychiatry.  Chapel 

Hill  27514 
Marks,  Fred,  MD,  (IM)  705  Alexander  St.,  Statesville  28677 
McCoy,  Mr.  Thomas  Hatton  (STUDENT)  234  McCauley  St., 

Chapel  Hill  27514 
Miller,  Joel  Byron,  MD,  (OBG)  Rt.  #10,  IC  79,  P.  O.  Drawer  38, 

Hickory  28601 
Miller,  Michael  Stephen,  MD,  (N)  1303  Cypress  Grove  Dr.,  Wil- 
mington 28401 
Moore,  Mr.  George  Horace,  (STUDENT)  P.  O.  Box  677.  Snow  Hill 

28580 
Morrison,  Leon  MacMillan,  MD  (OBG)  9  Medical  Park.  Morehead 

City  28557 
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Newbill,  Edward  Thomas,  MD,  (RESIDENT)  109  Hassell  St., 

Hillsborough  27275 
Pui^is,  William  Henry,  MD,  (U)  806  W.  4th  St.  Siler  City  27344 
Richardson,  Mr.  James  Edward  (STUDENT)  409  Smith  Ave.  #4, 

Chapel  Hill  27514 
Richey,  William  Allen,  MD,  (R)  3706  Wedgewood  Dr.,  New  Bern 

28560 
Rogacz,  Ms.  Suzanne  (STUDENT)  901-A  Dawes  St.,  Chapel  Hill 

27514 
Russell.  William  Michael,  MD,  (R),  1304  Fairfax  Ave.,  Elizabeth 

City  27909 
Sackin,  David  Alan,  MD.  (CD)  P.O.  Box  811,  Edenton  27932 
Schwartz,  Ms.  Anne  Catherine  (STUDENT)  1221  S.  Hawthorne 

Rd.,  Winston-Salem  27103 
Soudah,  Truman  Farah,  MD,  (OBG)  Box  970,  Mocksville  27028 
Spivey,  Mr.  William  Holloday  (STUDENT)  2106  Emerson  Rd., 

Kinston  28501 
Stanfield.  Elwin  E..  MD.  Rt.  #2,  Box  53,  Fayetteville  28301 
Steiner,  Harry  Emile.  M.D.,  (GS)  479  Carolina  Trace,  Sanford 

27330 
Taylor,  William  Noel,  MD,  (RESIDENT)  1900  Queen  St.  #C-4, 

Winston-Salem  27103 
Thomas,  Wilbur  Clyde,  MD,  (PTH)  138  Signal  Hill  Dr.  Apt.  105, 

Statesville  28677 
Trapasso,  Robert  Louis,  MD,  (RESIDENT)  1406  Ida  Street,  Dur- 
ham 27705 
Wang.  Mr.  David  Wei  (STUDENT)  1 1 1  Pecan  Lane,  Kinston  28501 
Zellner,  Eric  Eugene,  MD,(FP)  1721  Colony  Road,  Salisbury  28144 


WHAT?  WHEN?  WHERE? 
In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Dix,  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  .American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I  credit  toward  the  AMA's  Physician 
Recognition  Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A  credit.  Where  A  AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  "place""  and  "sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  write  '"for  informa- 
tion." 

May  1-4 

126th  Annual  Session  of  the  North  Carolina  Medical  Society 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
For  Information:  William  N.  Hilliard.  Executive  Director,  North 
Carolina  Medical  Society.  P.O.  Box  27167.  Raleigh  27611 

May  2 

1st  Annual  Meeting  —  North  Carolina  Medical  Directors  Associa- 
tion 
Place:  Sheraton  Convention  Center,  Southern  Pines 
For  Information:  James  S.  Forrester,  M.D.,  P.O.  Box  457.  Stanley 
28164 

May  5-9 

8th  Annual  Tutorial  Postgraduate  on  Abdominal  Imaging 
Sponsor:  Department  of  Radiology,  DUMC 
Fee:  $300 
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Credit:  30  hours 

Forlnformation:  Robert  McLelland,  M.D.,  Radiology  —  Box3808, 
Duke  University  Medical  Center,  Durham  27710 

May  5-9 

Radiology  of  the  Gastrointestinal  Tract 
Place:  Ramada  Inn,  Durham 
Credit:  30  hours 

Forlnformation:  Robert  McLelland,  M.D.,  Radiology  —  Box 3808, 
Duke  University  Medical  Center,  Durham  27710 

May  7-8 

Breath  of  Spring,  "80  —  Respiratory  Care  Symposium 

Fee:  $35 

Credit:  9  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

May  16 

Pediatrics  Day 

Place:  Pitt  County  Memorial  Hospital 

Credit:  5  hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education,  ECU  School  of  Medicine, 

P.O.  Box  7224,  Greenville  27834 

May  16-17 

Intraocular  Lens  Workshop  —  Number  Three 

Place:  Berryhill  Hall 

Fee:  S.^CX);  limited  to  30  participants 

Credit:  16  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

May  21 

Infectious  Disease  and  Antibiotic  Update 

Place:  Lee  County  Hospital,  Sanford 

Sponsor:  Lee  County  Medical  Society  and  Eli  Lilly  and  Company 


INSURANCE  FOR  YOU  AND  YOUR  BUSINESS 


LIFE 
DISABILITY 

GROUP 
RETIREMENT 


Eaul  Schenck 
ssociates 


300Wendover  East      Suite  202 

Greensboro,  North  Carolina 

(919)379-8207 


Burlington  •  Charlotte  •  Chapel  Hill  •  Durham  •  Fayetteville  •  Florence 


Credit:  314  hours 

Forlnformation:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27330 

May  21-23 

Raney  Visiting  Professorship  in  Orthopaedic  Surgery  Lectures 
For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

May  21-23 

3 1st  Scientific  Sessions  of  the  North  Carolina  Heart  Association 
Place:  Benton  Convention  Center,  Winston-Salem 
For  Information:  R.  R.  Robinson,  M.D.,  American  Heart  Associa- 
tion, North  Carolina  Affdiate,  1  Heart  Circle,  P.O.  Box  2636, 
Chapel  Hill  27514 

May  23-25 
9th  Annual  Pediatric  Pulmonary  Disease  Conference 
Fee:  $40 
Credit:  12  hours 

For  Information:  Alexander  Spock,  M.D.,  P.O.  Box  2994,  Duke 
University  Medical  Center,  Durham  27710 

May  31-June  1 

Update  in  OB/GYN 

Place:  Blockade  Runner  Motel,  Wrightsville  Beach 
Fee:  $100  • 

Credit:  12  hours 

For  Information:  Luther  Talbert,  M.D.,  Department  of  OB/GYN, 
UNC  School  of  Medicine,  Chapel  Hill  27514 

June  7-8 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Blockade  Runner  Motel,  Wrightsville  Beach 

Fee:  $50 

Credit:  7  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

June  12-15 

Dermatology  for  Non-Dermatologist 

Place:  Great  Smokies  Hilton,  Asheville 

Fee:  $200 

Credit:  14  hours 

For  Information:  Gerald  S.  Lazarus,  M.D.,  Chief,  Division  of  Der- 
matology, Duke  University  Medical  Center,  Box  2987,  Durham 
27710 

June  13-14 

EKG  Interpretation  and  Arrhythmia  Management 

Place:  Pinehurst  Country  Club 

Sponsor:  International  Medical  Education  Corporation 

Fee:  $245 

Credit:  13  hours;  AMA  Category  I 

For  Information:   International  Medical  Education  Corporation, 

Division  of  Postgraduate  Education,  64  Inverness  Drive  East, 

Englewood,  Colorado  801 12 


June  19-21 

Mountain  Top  Medical  Assembly 
Place:  Waynesville 

For  Information:  Clinton  L.  Border,  Jr., 
Waynesville,  28786 


M.D.,  P.O.  Box  538, 


June  27-29 

First  Annual  June  Beach  Weekend  Workshop 

Place:  Hyatt  House,  Hilton  Head  Island,  South  Carolina 

Fee:  $125 

Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

June  28-29 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Continuing  Education  Center,  Boone 

Fee:  $50 

Credit:  7  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 
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July  10-12 

2nd  Annual  Mountain  Meeting 

Place:  Great  Smokies  Hilton,  Asheville 

Fee:  $150 

Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education. Bowman  Gray  School  of  Medicine,  Winston- 
Salem  27103 

July  16 

Otolaryngology  for  the  Primary  Care  Physician 

Place:  Lee  County  Hospital,  Sanford 

Sponsors:  Wake  AHEC  and  Lee  County  Medical  Society 

Fee:  $6 

Credit:  V,2  hours 

For  Information:  R.  S.  Cline,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital,  Sanford  27??0 

July  28-August  2 
Radiology  Postgraduate  Course 
Place:  Atlantic  Beach 
Sponsor:   Department  of  Radiology,  Duke  University   Medical 

Center 
Fee:  $250 
Credit:  30  hours 
For  Information:  Robert  McLelland,  M.D.,  Radiology-Box  3808, 

Duke  University  Medical  Center,  Durham  27710 

August  4-8 

8th  Annual  Beach  Workshop 

Place:  Myrtle  Beach  Hilton,  Myrtle  Beach,  South  Carolina 

Fee:  $150 

Credit:  20  hours 

For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  17-19 

25th  Annual  Augus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 


Fee:  $75 

For  Information:  Augus  M.  McBryde  Perinatal  Symposium,  Box 
3967,  DUMC,  Durham  27710 

September  18-19 

Genetics 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  26-27 

Seminar  in  Medicine 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winslon-Salem  27103 


ITEMS  OF  SPECIAL  INTEREST 

May  7-9 

1980  Southeast  Emergency  Medicine  Congress 

Place:  DeSoto  Hilton  Hotel,  Savannah,  Georgia 

Sponsors:  Southeast  Chapters  of  American  College  of  Emergency 

Physicians  and  Region  IV  of  the  Emergency  Department  Nurses 
For  Information:  R.  T.  Lowry,  M.D..  901-D  Kildaire  Farm  Road, 

Gary  27511 

June  27-29 

1st  Annual  June  Beach  Weekend 

PUice:  Hyatt  House,  Hilton  Head  Island,  South  Carolina 

Sponsors:  Bowman  Gray  School  of  Medicine  and  the  Medical  Col- 
lege of  Georgia 

Fee:  $125 

Credit:  10  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


FOR  THE  CHEMICALLY  DEPENDENT 

At  the  Charlotte  Treatment  Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 


•  Full  time  physician 

•  Psychiatric  consultant 

•  Registered  nurses 


•  Professional  counseling  staff 

•  Family  program 

•  After-care  program 


ChariotteTreaiment  Center 

p.  O.  Box  240197, 1715  Sharon  Road  West,  Charlotte,  N.C,  28224  For  Information  Call  (704)  5540285 


Jamie  Carraway,  Executive  Director 
Rex  R.  Taggart,  M.D.,  Medical  Director 


April  1980,  NCMJ 
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PROGRAMS  IN  CONTIGUOUS  STATES 

May  7-10 

61st  Annual  Meeting  of  the  Virginia  Society  of  Ophthalmology  and 

Otolaryngology 
Place:  Conference  Center,  Williamsburg,  Virginia 
For  Information:  Donna  Strawderman,  4205  Dover  Road,  Rich- 
mond, Virginia  23221 

May  21-23 

4th  National  Conference  on  Patient  Education  in  the  Primary  Care 

Setting 
Place:  Hyatt  Regency  Hotel.  Memphis,  Tennessee 
Sponsor:  University  of  Tennessee,  Department  of  Family  Medicine 
For  Information:  Donna  Miller,  Ph.D.,  66  North  Pauline,  Suite  233, 

Memphis,  Tennessee  38105 

June  5-7 

4th  Annual  Conference  on  the  Rehabilitation  of  the  Traumatic 

Brain-Injured  Adult 
Place:  Fort  Magruder  Conference  Center,  Williamsburg,  Virginia 
For  Information:  Ms.  Glenda  Snow,  Department  of  Continuing 

Medical  Education,  Medical  College  of  Virginia,  Box  48,  MCV 

Station,  Richmond,  Virginia  23298 

June  18-21 

4th  .'Annual  Virginia  Beach  Update  in  Neuroscience 

Place:  Sheraton  Beach  Inn,  Virginia  Beach 

Credit:  16'/2  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 

Medical  Education,  Bo.x  48,  MCV  Station,  Richmond,  Virginia 

23298 

July  22-26 

Contemporary  Clinical  Neurology 

Pliice:  Hilton  Head  Island.  South  Carolina 

Spwnsor:  Department  of  Neurology,  Vanderbilt  University  School 

of  Medicine 
Credit:  16  hours 
For  Information:  Vanderbilt  Continuing  Medical  Education,  3200 

West  End,  Suite  306,  Nashville.  Tennessee  37212 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine/North  Car- 
oMna  Baptist  Hospital  Medical  Center  has  begun  a 
program  which  is  expected  to  reduce  the  traffic  in 
forged  prescriptions  for  narcotics. 

Forged  prescriptions  are  a  nationwide  problem,  and 
in  North  Carolina  they  are  a  multimillion-dollar  busi- 
ness involving  organized  thieves  and  forgers. 

Thieves  often  steal  from  hospitals  the  prescription 
blanks  needed  for  the  forgeries.  Because  prescription 
blanks  are  needed  so  often  throughout  a  hospital,  it  is 
virtually  impossible  for  the  blanks  to  be  locked  up. 

But  the  new  system  at  the  Bowman  Gray/Baptist 
Hospital  Medical  Center  eliminates  the  chance  that 
prescription  blanks  stolen  from  the  center  can  be  used 
to  obtain  narcotics. 

The  new  system  was  begun  in  response  to  requests 
from  pharmacists  in  the  northwest  region  who  wanted 
help  in  curbing  the  forged  prescription  problem. 

The  medical  center's  most  widely  used  prescription 
blanks  now  include  a  warnine,  "Do  not  honor  this 


prescription  for  Schedule  II  controlled  substances 
unless  stamped  with  the  NCBH  narcotic  seal." 

Schedule  II  controlled  substances  are  certain  nar- 
cotics which  have  the  greatest  potential  for  abuse. 

Once  a  medical  center  doctor  has  written  an  outpa- 
tient prescription  for  a  Schedule  II  narcotic,  he  gives  it 
to  a  nurse  who  applies  the  narcotic  seal. 

Each  seal  is  kept  in  a  locked  compartment. 

Each  seal  has  its  own  number.  If  a  forgery  using  one 
of  the  seals  ever  occuiied,  investigators  would  know 
where  the  seal  was  applied  in  the  medical  center  as 
well  as  who  had  access  to  the  seal. 

The  seal  cannot  be  applied  to  the  prescription  with- 
out an  expensive  and  rare  machine.  Once  a  nurse  has 
applied  the  seal,  she  adds  her  signature  below  it  and 
gives  the  prescription  to  the  patient,  who  can  have  it 
filled  at  a  drug  store  in  his  own  community. 


Research  involving  a  variety  of  anti-cancer  drugs  is 
taking  place  at  Bowman  Gray  to  learn  more  about  how 
they  work,  how  to  enhance  their  positive  effects  and 
how  to  minimize  their  adverse  effects. 

Dr.  Jimmy  C.  Kimball,  instructor  in  pediatrics,  is 
investigating  the  drugs  with  the  intent  of  improving  the 
treatment  of  children  with  cancer. 

His  most  promising  results  thus  far  involve  a  class 
of  drugs  called  anthracyclines,  which  are  widely  used 
in  treating  leukemia  and  other  childhood  and  adult 
cancers. 

Kimball  also  is  interested  in  the  role  of  nutrition  and 
vitamins  in  treating  cancer. 

While  on  the  staff  of  the  M.D.  Anderson  Hospital 
and  Tumor  Institute,  Kimball  and  his  colleagues 
tested  large  doses  of  vitamin  E,  given  before  injection 
of  anthracyclines,  which  attack  the  muscle  tissue  of 
the  heart,  making  it  weak  and  fiabby. 

While  at  M.D.  Anderson,  Kimball  and  others 
showed  that  vitamin  E  prevents  some  of  the  damage  to 
heart  muscle  tissue. 

That  work  has  been  continued  since  coming  to 
Bowman  Gray  and  is  now  approaching  the  end  of  the 
first  phase  of  the  study,  in  which  tests  have  been 
limited  to  rats  and  rabbits. 

The  next  step  will  involve  evaluation  of  vitamin 
E/anthracycline  therapy  in  leukemia  patients.  That 
process  is  expected  to  take  several  years,  but  the 
technique  could  be  put  into  use  much  sooner  if  the 
results  continue  to  be  positive. 


The  Winston-Salem  Association  of  Insurance 
Women  has  contributed  $600  to  the  burn  unit  at  Bap- 
tist Hospital  after  raising  the  funds  by  operating  a 
gift-wrapping  booth  during  the  Christmas  season. 

The  unit  opened  last  September.  It  has  six  beds  and 
is  completely  self-contained.  It  has  eliminated  having 
to  transport  patients  around  the  hospital  to  receive 
such  treatment  as  the  removal  of  burned  skin. 
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A  nationally-known  authority  on  geriatrics  has  told 
a  Bowman  Gray  audience  that  innovators  in  the  medi- 
cal care  of  elderly  persons  have  found  that  caring  for 
those  people  in  the  home  adds  to  the  quality  of  their 
life  and  can  save  money. 

Dr.  T.  Franklin  Williams,  professor  of  medicine, 
preventive  medicine  and  community  medicine,  radia- 
tion biology  and  biophysics  at  the  University  of 
Rochester  School  of  Medicine,  was  at  Bowman  Gray 
to  give  the  8th  Wingate  M.  Johnson  Memorial  Lec- 
ture. 

Dr.  Johnson,  who  died  in  1963,  was  professor  of 
medicine  at  Bowman  Gray  for  many  years.  Until  his 
death,  he  served  as  the  first  and  only  editor  of  the 
North  Carolina  Medical  Journal.  He  was  an 
authority  on  diseases  of  the  aged  and  served  as  presi- 
dent of  the  American  Geriatric  Society. 

Williams  said  while  at  the  school  that  a  pilot  pro- 
gram in  Rochester  has  shown  that  improving  home 
health  care  for  the  aged  can  keep  many  out  of  nursing 
homes  without  adding  to  the  taxpayers'  burden. 

Studies  have  shown  in  that  pilot  program  that  it  is 
saving  $500  a  year  for  every  patient  taking  part  in  the 
program.  More  than  half  of  the  residents  participating 
in  the  program  who  previously  would  have  gone  to 
nursing  homes  either  have  been  able  to  remain  at 
home  or  to  enter  a  setting  such  as  a  boarding  house  for 
the  elderly. 


Two  people  at  Baptist  Hospital  were  jointly 
awarded  third  place  in  the  hospital  cost  containment 
contest  sponsored  by  the  North  Carolina  Chapter  of 
the  Hospital  Financial  Management  Association. 

The  award  came  during  the  association's  annual 
meeting  in  Winston-Salem. 

Gwen  Andrews,  director  of  nursing  at  Baptist,  and 
Robert  S.  Curtis,  vice  president  for  patient  care  ser- 
vices, received  the  award  for  developing  an  idea  in- 
volving combining  nursing  stations,  resulting  in  a 
better  distribution  of  nurses  and  greater  productivity. 

The  annual  savings  to  Baptist  are  expected  to  be 
$100,284.  Anne  Smith,  a  Baptist  Hospital  nurse,  re- 
ceived an  honorable  mention  in  the  contest. 

Some  of  the  projects  submitted  for  the  cost  con- 
tainment contest  were  first  developed  as  part  of  a 
management  education  program,  operated  by  the 
Northwest  Area  Health  Education  Center,  head- 
quartered at  Bowman  Gray. 


Dr.  Stephen  S.  Elliott,  instructor  in  psychiatry 
(family  development),  has  been  named  one  of  the  Out- 
standing Young  Men  of  America  for  1980. 


Dr.  Arthur  H.  Hale,  assistant  professor  of  micro- 
biology and  immunology,  has  been  elected  by  the 
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HOW  MUCH  OF  YOUR  TIME 
CAN  YOU  CALL  YOUR  OWN? 


Modern   medical  practice   has  become  a  com 
plex  and  time-consuming  operation.  Too  often  the 
physician  sacrifices  leisure  time  and  family  respon 
sibilities  to  his  professional  duties^ 

If  you're  earning  more  but  enjoying  it  less;  if 
you've  considered  an  alternative  to  the  rigors  of 
your  practice.  Air  Force  medicine  may  be  the 
answer. 

Our  health  care  system  is  among  the  finest  in 
the  world.  Our  physicians  serve  in  modern,  well- 
equipped  hospitals  and  clinics  with  competent  and 
well-trained  staffs  Air  Force  personnel  handle 
paperwork  and  administrative  tasks,  allowing  max- 
imum time  for  patient  care  by  each  physician 

To  attract  quality  physicians,  the  Air  Force  has 
assembled  an  excellent  package  of  compensation 
and  entitlements    These  include  30  days  of  paid 
vacation  each  year,  an  opportunity  to  seek  speciali- 
zation at  Air  Force  expense,  and  full  m.edical  and 
dental  care  without  loss  of  pay  during  treatment.  Contact 
USAF  Health  Professions  Recruiter,  Box  27566,  Raleigh, 
N.C.  27611.  Call  collect  (919)  755-4134. 
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AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST, 
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American  Society  of  Microbiology  to  a  three-year 
term  on  the  editorial  board  of  Infection  and  Iinniunity. 


Dr.  Charles  R.  Jerge.  professor  and  chairman  of  the 
Department  of  Dentistry,  has  been  appointed  to  the 
Dental  Advisory  Committee  of  the  Crippled  Chil- 
dren's Program  of  North  Carolina. 


Dr.  Louis  des.  Shaffner,  professor  of  surgery,  has 
been  elected  vice  chairman  of  the  Forsyth  County 
Hospital  Authority. 


Dr.  Richard  W.  St.  Clair,  professor  of  pathology 
(physiology),  has  been  appointed  an  assembly  dele- 
gate to  the  Council  on  Arteriosclerosis  of  the  Ameri- 
can Heart  Association. 


Dr.  Robert  B.  Taylor,  associate  professor  of  family 
medicine,  has  been  appointed  chairman  of  the  Medical 
School  Affairs  Committee  of  the  North  Carolina 
Academy  of  Family  Physicians.  He  also  has  been 
named  to  the  editorial  advisory  board  of  The  Female 
Patient. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  East  Carolina  University  School  of  Medicine 
has  received  $5,000  for  cancer  research  from  the  N.C. 
Chapter  of  the  Ladies  Auxiliary  of  the  Veterans  of 
Foreign  Wars. 

The  presentation  was  made  at  the  group's  state 
meeting  in  Fayetteville.  Dr.  Spencer  Raab,  chief  of 
hematology-oncology,  accepted  the  donation  for  the 
medical  school. 

"We  are  very  grateful  to  this  concerned  group  of 
women  for  their  contribution  to  our  cancer  research 
fund,"  said  Raab.  "It  certainly  will  benefit  Eastern 
North  Carolina  by  helping  us  strengthen  our  efforts  in 
the  fight  against  this  disease." 

The  presentation  was  made  by  Belle  Boyles  of 
Kinston,  immediate  past  president  of  the  state  organi- 
zation. "The  Cancer  Aid  and  Research  Program  is  one 
of  our  main  projects,"  she  said.  "We  were  very 
pleased  to  offer  this  year's  grant  to  further  research 
that  is  being  conducted  in  the  eastern  part  of  the 
state." 


Two  physicians  from  Toho  University  Hospital  in 
Tokyo,  Japan,  are  visiting  the  Department  of  Medi- 
cine this  year.  Dr.  Tetsuyuki  Hirahata,  a  hematolo- 
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gist,  is  collaborating  with  Dr.  Jack  K.  Chamberlain  on 
electron  microscopy  of  bone  marrow.  Dr.  Junjiro 
Kobayashi,  a  gastroenterologist,  is  conducting  studies 
with  Dr.  Thomas  F.  O'Brien.  The  one-year  exchange 
program  is  sponsored  by  the  Toho  University  School 
of  Medicine. 


Dr.  Charles  E.  Boklage,  assistant  professor  of 
microbiology,  is  the  author  of  chapters  appearing  in 
two  recently  published  books.  "Cellular  Origins  of 
Functional  Asymmetries:  Evidence  from  Schizo- 
phrenia, Handedness,  Fetal  Membranes  and  Teeth  in 
Twins"  appears  in  Hemisphere  Asymmetries  of 
Function  in  Psychopatholoi^v  by  Elsevier/North 
Holland. 

Another  chapter,  "The  Sinistral  Blastocyst:  An 
Embryologic  Perspective  on  the  Development  of 
Brain-Function  Asymmetries,"  appears  in  The 
Neiiropsycholoi>y  of  Left-Handedness  published  by 
Academic  Press. 


Dr.  Paul  D.  Mozley,  professor  of  obstetrics  and 
gynecology,  has  published  "Emotional  Parameters  of 
Infertility"  in  Psxchosomatic  OBIGYN,  Appleton- 
Century-Crofts,  1980. 


Dr.  Yash  P.  Kataria,  associate  professor  of  medi- 
cine, is  co-author  of  two  articles  appearing  in  recent 
professional  journals.  "Increased  Spontaneous  Mor- 
phologic Blast  Transformation  in  Patients  with 
Crohn's  Disease"  appeared  in  Clinical  Immunology 
and  Immunopathology.  "Splenomegaly  in  Sarcoi- 
dosis" appeared  in  Xhs  Archives  of  Internal  Medicine. 


Dr.  James  L.  Mathis,  chairman  of  the  Department 

of  Psychiatry,  published  a  chapter  on  "Group  \\ 

Therapy  in  Exhibitionism"  in  Exhibitionism  by  Gar-  ■•! 

hind  Press.  '\ 


An  article  by  Dr.  A.  Mason  Smith,  associate  profes- 
sor of  microbiology,  appeared  in  the  Journal  of  Im- 
munology. "M467:  A  Murine  IgA  Myeloma  Protein 
that  Binds  a  Bacterial  Protein"  was  written  in  cooper- 
ation with  first-year  medical  student  Jeff  Miller  and 
research  technician  Dan  Whitehead. 


Dr.  Leonard  S.  English,  assistant  professor  of  mi- 
crobiology, published  "The  Responsiveness  of  Effer- 
ent Lymph  Cells  to  Phytohaemagglutinin  during  the 
Response  of  the  Popliteal  Node  to  Dinetrophinylated 
Bovin  Serum  Albumin"  in  Immunology. 

Vol.  41.  No.  4 
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News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


Five  faculty  members  from  the  School  of  Medicine 
have  been  named  to  special  professorships  at  the  Uni- 
versity: 

Dr.  Mary  Ellen  Jones,  professor  and  chairman  of 
biochemistry  and  nutrition,  is  the  first  woman  to  be 
chosen  for  a  Kenan  professorship. 

Kenan  professorships  are  supported  by  the  Kenan 
Professorship  Endowment  and  Reserve  Fund.  They 
were  established  in  1917  by  Mary  Lily  Kenan  Flagler 
Bingham  in  memory  of  her  father,  William  Rand 
Kenan  Sr.,  and  her  uncles,  Thomas  S.  Kenan  and 
James  G.  Kenan,  all  UNC-CH  graduates. 

Jones  rejoined  the  UNC-CH  faculty  in  1978  as 
chairman  of  the  Department  of  Biochemistry  and  Nu- 
trition. She  had  been  associate  professor  and  then 
professor  in  the  Departments  of  Biochemistry  and 
Zoology  from  1966-71.  From  1971-78  she  was  profes- 
sor of  biochemistry  at  the  University  of  Southern 
California. 

Before  coming  to  UNC-CH  in  1966,  she  taught  and 


was  an  American  Cancer  Society  scholar  at  Brandeis 
University. 

Jones'  research  interests  include  metabolism  and  its 
regulation.  She  has  published  90  research  and  review 
papers  and  has  been  associate  editor  for  the  Canadian 
Journal  of  Biochemistry. 

She  has  served  as  councilor  of  the  American  Soci- 
ety of  Biological  Chemists  and  nominating  committee 
chairwoman  of  the  biochemistry  division  of  the 
American  Chemistry  Society. 

A  native  of  Illinois,  Jones  received  her  B.S.  from 
the  University  of  Chicago  in  1944  and  her  Ph.D.  in 
1951  from  Yale  University. 


Dr.  Donald  W.  Warren,  professor  and  chairman  of 
dental  oncology  in  the  School  of  Dentistry  and  profes- 
sor of  surgery  in  the  School  of  Medicine,  has  also  been 
named  a  Kenan  professor. 

Warren  came  to  UNC-CH  in  1963  as  an  assistant 
professor  of  prosthodontics.  In  1970  he  was  appointed 
chairman  of  the  dental  oncology  department. 

From  1963-68  he  was  associate  coordinator  of  the 
UNC-CH  Dental  Research  Center. 

Warren's  research  specialty  is  cleft  palate  and 
oral-facial  disorders.  He  co-founded  and  directed  the 
oral,  facial  and  communicative  disorders  program  in 
the  Schools  of  Medicine  and  Dentistry  from  1963-70. 
Since  then  he  has  been  the  program's  administrative 
director. 


Free,  Professional,  Confidential 

Problem  Pregnancy  Counseling 

Our  counselor  will  travel  to  your  patient 
if  she  cannot  come  to  our  office. 


The  Children's  Home  Society  of  N.C.,  Inc. 

founded  1903 
P.O.  Box  6587  Greensboro,  N.C.  27405 


Asheville  (704)  258-1661 
Chapel  Hill  (919)  929-4708 
Charlotte  (704)  334-2854 


Fayetteville  (919)  483-8913 
Greensboro  (919)  274-1538 
Greenville  (919)  752-5847 


Wilmington  (919)  799-0655 


April  1980,  NCMJ 
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He  is  a  consultant  for  the  National  Institute  of  Den- 
tal Research,  a  former  vice  president  and  program 
committee  chairman  of  the  American  Cleft  Palate  As- 
sociation, and  associate  editor  of  the  Cleft  Palate 
Journal.  In  1976  he  served  as  president  of  the  Ameri- 
can Cleft  Palate  Education  Foundation. 

A  native  of  New  York,  he  received  his  B.S.  in  1956 
andhisD.D.S.in  1959  from  UNC-CH.  He  was  a  U.S. 
Public  Health  Service  Fellow  at  the  University  of 
Pennsylvania  where  he  earned  an  M.D.  in  1961  and  a 
Ph.D.  in  1963. 


Dr.  Cecil  G.  Sheps  has  been  named  Taylor  Grandy 
Distinguished  Professor  in  the  School  of  Medicine. 

The  first  director  of  the  UNC-CH  Health  Services 
Research  Center  and  former  vice  chancellor  for  health 
sciences,  Sheps  has  been  professor  of  social  medicine 
in  the  School  of  Medicine  since  1969. 

The  Taylor  Grandy  Distinguished  Professorship 
was  established  by  the  late  Taylor  Grandy  in  his  will. 
Grandy,  a  North  Carolina  native  and  UNC-CH  alum- 
nus, was  a  newspaper  publisher  in  Virginia.  He  pre- 
scribed that  the  professorship  go  to  a  good  man  in  the 
art  and  philosophy  of  living. 

Shep's  present  interests  are  research  and  develop- 
ment in  primary  health  care,  needed  reforms  in  edu- 
cation for  the  health  professionals  and  the  evaluation 
of  health  care  programs. 

A  native  of  Canada,  Sheps  first  came  to  UNC-CH  in 
1947  and  was  the  director  of  program  planning  and 
professor  of  health  planning  in  the  division  of  health 
affairs. 

He  left  in  1953  and  for  the  next  15  years  held  posi- 
tions including  general  director  of  Beth  Israel  Hospital 
in  Boston  and  clinical  professor  of  preventive  medi- 
cine at  Harvard  Medical  School.  He  also  directed  the 
medical  and  hospital  administration  program  in  the 
University  of  Pittsburgh's  Graduate  School  of  Public 
Health  and  was  professor  of  community  medicine  at 
Mount  Sinai  Medical  School  in  New  York  City. 

In  1968,  Sheps  returned  to  UNC-CH  to  set  up  and 
direct  the  Health  Services  Research  Center.  He  was 
named  vice  chancellor  for  health  sciences  in  1971  and 
remained  in  that  position  for  six  years. 

He  has  published  more  than  120  articles  in  scientific 
journals  and  has  written  or  edited  seven  books.  Re- 
cently, Sheps  co-edited  the  book  "Primary  Health 
Care  in  Industrialized  Nations,"  which  examines 
problems  relating  to  health  care  systems  in  indus- 
trialized nations  around  the  world. 

Sheps  received  his  M.D.  from  the  University  of 
Manitoba  and  the  M.P.H.  from  Yale  University. 


Dr.  William  J.  Cromartie,  professor  of  bacteriology 
and  immunology  and  medicine  and  former  chief  of 
staff  at  North  Carolina  Memorial  Hospital,  has  been 
named  an  Alumni  Distinguished  professor. 

Alumni  Distinguished  Professorships  were  estab- 
lished in  1960  with  funds  from  Carolina  Annual  Giving 


to  supplement  salaries  of  professors  whose  teaching 
and  research  improve  the  quality  and  stature  of  the 
university. 

Cromartie  joined  the  UNC-CH  faculty  in  1951  after 
spending  three  years  at  the  University  of  Minnesota 
School  of  Medicine. 

He  is  associate  dean  for  clinical  sciences  at  the 
School  of  Medicine  and  acting  director  of  its  aging 
program. 

Cromartie  is  the  past-president  of  the  Society  of 
N.C.  Bacteriologists  and  the  Durham-Orange  County 
Medical  Society.  He  is  the  former  chairman  of  the 
board  of  governors  of  the  American  Academy  of  Mi- 
crobiology. 

A  Garland  native,  Cromartie  attended  UNC-CH 
and  earned  his  M.D.  from  Emory  University  in  1937. 


Wherever  the  1980  summer  Olympic  athletes  go. 
Dr.  Timothy  Taft,  assistant  professor  of  orthopedic 
surgery,  will  follow. 

He  has  been  chosen  by  the  U.S.  Olympic  Commit- 
tee as  one  of  five  physicians  to  help  treat  those  400-500 
U.S.  Olympians  because  of  his  experience  with  sports 
medicine  in  international  competition. 

Taft.  also  team  orthopedist  for  all  UNC-CH  athletic 
teams,  accompanied  the  U.S.  team  to  the  Pan  Ameri- 
can Games  in  San  Juan,  Puerto  Rico,  last  year  and  he 
has  done  volunteer  work  at  the  Olympic  training  cen- 
ters for  the  past  three  to  four  summers. 

"We'll  be  working  with  a  group  of  healthy  kids," 
Taft  says.  "But  even  the  most  minor  of  injuries  can  be 
detrimental  to  one's  pertbrmance."  Just  a  sore  toe 
could  cost  an  athlete  one  hundredth  of  a  second.  And, 
to  an  Olympic  athlete,  that  can  mean  the  difference 
between  first  and  fifth  place. 

"But  those  kids  are  young,  healthy,  highly  moti- 
vated and  they  want  to  get  well,"  he  says.  "That's 
why  I'm  in  sports  medicine." 


Dr.  Mahesh  A.  Varia,  assistant  professor  of  radiol- 
ogy, presented  a  paper  on  "Hyperthermia  and  Radia- 
tion Therapy"  Dec.  4-8  at  the  Fourth  Asian  Cancer 
Conference  in  Bombay,  India. 


Dr.  Robert  A 
ogy,  presented 


Briggaman,  professor  of  dermatol- 
1  lecture  on  "Biosynthesis  of  Lamina 
Densa  (Basal  Lomina)"  at  the  18th  annual  meeting  of 
the  French  Connective  Tissue  Club  Dec .  9- 16  in  Paris. 


Dr.  Richard  V.  Wolfenden,  professor  of  bio- 
chemistry and  nutrition,  presented  a  seminar  on  "In- 
teraction of  Water  with  Biological  Molecules"  at  the 
University  of  Alabama  Jan.  18  in  Tuscaloosa. 


Dr.  Mary  Ellen  Jones,  professor  and  chairman  of 
biochemistry  and  nutrition,  presented  a  lecture  on 
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"LIMP  Biosynthesis  in  Mammals"  at  the  University 
of  Florida  in  Gainesville  Jan.  25. 


pumping  chambers  of  the  heart,  the  ventricles,  maybe 
contracting  much  faster  than  normal." 


Dr.  Edward  L.  Chaney,  radiology,  participated  on 
the  Physics  Examination  Committee  of  the  American 
Board  of  Radiology  Feb.  2-9  in  Denver.  The  commit- 
tee is  comprised  of  nine  physicists  from  around  the 
United  States. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Thirty  Duke  Hospital  employees  were  honored  in 
December  with  the  first  official  rides  on  the  PRT — an 
unusual  automatic  transportation  system  that  will  link 
the  present  hospital  with  the  new  Duke  Hospital 
North  when  it  opens  late  this  spring. 

Names  of  the  first  30  riders  were  selected  in  a 
drawing  on  Nov.  26  by  Dr.  Roscoe  R.  "Ike"  Robin- 
son, associate  vice  president  for  health  affairs  and 
chief  executive  officer  of  the  hospital. 

The  PRT,  or  Personal  Rapid  Transit  system,  con- 
sists of  enclosed  cars  that  ride  a  cushion  of  air  along 
concrete  guideways  spanning  approximately  a  quarter 
of  a  mile  between  the  two  hospitals. 

Similar  systems  are  in  operation  at  Disney  World  in 
Florida  and  at  the  Dallas-Ft.  Worth  Airport,  but  this  is 
the  first  time  one  has  been  installed  at  a  medical  cen- 
ter. 


Socks  are  something  one  normally  associates  with 
warm  feet,  and  at  Christmas  time,  with  chimneys  and 
Santa  Claus. 

But  not  with  unhealthy  hearts. 

Now  scientists  at  the  medical  center  have  de- 
veloped a  sock  that  is  actually  pulled  over  the  human 
heart  during  operations.  Made  of  the  same  nylon  and 
weave  employed  in  the  manufacture  of  pantyhose  and 
bra  straps,  the  device  shows  surgeons  where  to  make 
incisions  to  correct  abnormal  heartbeats. 

Dr.  Raymond  E.  Ideker,  assistant  professor  of 
pathology  and  medicine,  has  coordinated  develop- 
ment of  the  device  over  the  past  two  and  a  half  years. 
He  said  the  sock  serves  as  a  lattice  to  hold  27  elec- 
trodes in  direct  contact  with  the  heart. 

The  electrodes  detect  electrical  activity  in  the  heart, 
he  explained,  while  a  digital  computer  makes  sense 
out  of  27,000  bits  of  information  that  feed  into  it  every 
second.  The  result  is  a  kind  of  map  that  pinpoints  a 
tiny  area  of  damaged  cardiac  muscle  that  short- 
circuits  normal  electrical  pathways  and  disrupts  the 
heart's  natural  rhythm. 

"The  main  arrhythmia  or  abnormal  heartbeat  that 
we're  interested  in  is  called  ventricular  tachycardia," 
the  physician  said.   "That  means  that  the  major 
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The  late  Denzil  L.  Mosteller,  a  member  of  the  Duke 
University  Class  of  1935,  has  bequeathed  approxi- 
mately $200,000  to  the  School  of  Medicine  to  establish 
a  scholarship  for  needy  medical  students. 

Dr.  Ewald  W.  Busse,  dean  of  medical  and  allied 
health  education,  said  the  bequest  would  be  known  as 
the  E.  C.  Langston  Medical  Scholarship  Fund.  E.  C. 
Langston  was  Mrs.  Mosteller's  father. 

"We  are  particularly  grateful  for  such  contributions 
to  our  scholarship  fund  because  we  are  working  dili- 
gently to  retain  our  practice  of  selecting  the  best  qual- 
ified students  without  regard  to  their  financial  status," 
Busse  said. 


The  North  Carolina  Society  of  New  York  has  hon- 
ored a  Duke  surgeon  and  a  leading  industrialist  for 
their  continuing  efforts  on  behalf  of  the  North  Caro- 
lina Schools  of  the  Arts. 

The  society  presented  Dr.  James  H.  Semans,  pro- 
fessor of  urology,  and  R.  Philip  Hanes,  Jr.,  chairman 
of  the  board  of  the  Hanes  Dye  and  Finishing  Co.  of 
Winston-Salem,  with  honorary  memberships  and  cer- 
tificates of  recognition  at  its  82nd  annual  Dinner- 
Dance. 

The  event  was  held  at  New  York's  Hotel  Pierre  on 
Friday  evening,  Nov.  30. 

Founded  in  1898,  the  North  Carolina  Society  of 
New  York  is  one  of  the  oldest  and  most  active  state 
organizations  in  New  York  City.  Its  members  are 
former  North  Carolinians  who  now  live  and  work  in  or 
near  the  city. 


The  Cannon  Mills  Co.  of  Kannapolis,  N.C.,  has 
given  $25,000  to  the  Department  of  Community  and 
Family  Medicine  to  help  a  faculty  member's  work  in 
preventive  medicine. 

The  gift  was  made  in  appreciation  of  Dr.  Siegfried 
Heyden's  efforts  in  establishing  and  conducting  one  of 
the  nation's  largest  on-the-job  cancer  screening  and 
information  programs  at  19  textile  plants  operated  by 
Cannon  Mills. 

Nineteen  thousand  Cannon  employees  attended 
cancer  education  classes  between  1976  and  1978,  and 
13,000  underwent  physical  examinations. 


In  response  to  the  call  by  Dr.  William  G.  Aniyan, 
vice  president  for  health  affairs,  to  increase  the  medi- 
cal center's  endowment,  the  Davison  Club  has  an- 
nounced a  new  membership  category — the  Davison 
Century  Club.  It  requires  a  $100,000  membership  do- 
nation to  the  unrestricted  medical  center  endowment. 

To  make  a  commitment  of  this  size  possible  for 
more  than  just  a  few  individuals,  Duke  Life,  a  financ- 
ing concept  based  on  current  income  tax  laws  and  on 


253 


^'^^'^■Tfr^'-fgTf^^^^^^TWH'^*"*?^  T-^  r,v^^!^?^i^^??^  T^^*?*^^'^ 


the  economic  strength  of  life  insurance,  was  also  an- 
nounced. 

^  ^  ^ 

A  program  in  Duke's  hospital  nurseries  is  providing 
newborns  with  one  more  check  of  their  physical  well- 
being.  Dr.  Bruce  Weber,  associate  professor  of 
speech  and  hearing  disorders,  has  set  up  a  test  of 
babies'  hearing  ability. 

"If  an  infant  has  a  hearing  loss  which  goes  unde- 
tected for  over  a  year,  the  baby  will  fall  behind  in  its 
development  and  may  never  catch  up,"  said  Dr. 
Weber,  associate  professor  of  speech  and  hearing  dis- 
orders. 

By  measuring  an  infant's  brainstem  response  to 
sounds,  hearing  loss  can  be  detected  virtually  from 
birth.  And  under  Weber's  directions,  such  screening 
is  now  taking  place  in  the  hospital's  nurseries. 

A  family  which  has  been  closely  involved  with  the 
university  and  the  medical  center  since  the  days  of 
James  Buchanan  Duke  will  receive  special  recognition 
in  Duke  Hospital  North. 

The  cardiology  intensive  care  waiting  area  will  be 
called  the  Dorothy  M.  and  Thomas  L.  Perkins  Waiting 
Room. 

"This  area  will  be  named  for  them  in  recognition  of 
a  very  generous  unitrust  gift  that  Mrs.  Perkins  estab- 
lished several  years  ago,"  said  John  S.  Thomas,  di- 
rector of  medical  center  development.  "This  is  one  of 
our  tlrst  endowment  gifts  for  naming  purposes." 


When  Dr.  Jorma  E.  Fraki,  a  native  of  Finland,  ar- 
rived in  Durham  in  August  to  spend  two  years  as  a 
visiting  scientist  at  the  medical  center,  he  and  his 
family  were  pleasantly  surprised. 

"The  land  looks  so  much  like  Finland  with  all  the 
pine  trees,  we  felt  right  at  home,"  the  physician  said. 
"Of  course  it  was  much  hotter  here  and  the  humidity  is 
greater,  but  we  got  used  to  that  before  long." 

Fraki  said  his  extended  visit  is  being  paid  for  by  a 
National  Institutes  of  Health  Forgarty  International 
Fellowship  and  the  National  Psoriasis  Foundation 
with  support  from  the  Burroughs  Wellcome  Corp. 

"1  wanted  to  come  to  Durham  because  Dr.  Gerald 
Lazarus'  laboratory  is  recognized  as  one  of  the  top 
three  skin  disease  research  centers  in  your  country," 
he  said.  "It's  very  well  known  and  respected  in 
Europe  also." 

Lazarus  is  chief  of  the  division  of  dermatology. 


Three  associate  professors,  including  a  physician 
from  Finland  and  a  researcher  from  India,  have  been 
named  to  the  medical  center  faculty. 

Dr.  William  Bevan,  university  provost,  announced 
the  appointments  of  Drs.  Markku  Linnoila,  Deepak 
Bastia  and  Robert  M.  Mason  to  the  departments  of 
psychiatry,  microbiology  and  immunology  and 
surgery,  respectively. 


Management  of  Sea  Level  Hospital  has  been  turned 
over  to  a  not-for-profit  corporation,  but  the  hospital  is 
still  under  ownership  of  Duke  University. 

Carolinas  Hospital  and  Health  Services  Inc.  has 
signed  a  contract  with  Duke  to  manage  the  75-bed 
facility.  The  agreement  was  announced  in  a  joint 
statement  by  Dr.  William  G.  Anlyan,  vice  president 
for  health  affairs,  and  John  M.  Faulkner,  vice  presi- 
dent of  management  for  Carolinas  Services. 


Friends,  colleagues  and  patients  of  the  late  Dr. 
E.  Eugene  Owen,  a  former  faculty  member  at  the 
medical  center  who  died  in  December,  have  estab- 
lished a  scholarship  fund  for  Duke  medical  students 
in  the  physician's  name. 

The  fund,  which  currently  amounts  to  more  than 
$18,000,  is  expected  to  generate  at  least  $1,500  a  year, 
according  to  Dr.  Ewald  W.  Busse,  dean  of  medical  and 
allied  health  education.  That  sum  will  be  awarded 
annually  to  a  deserving  senior  student. 

A  native  of  New  Albany,  Miss.,  Dr.  Owen  was  a 
1956  medical  graduate  of  Washington  University 
who  served  his  internship  and  residency  in  medi- 
cine at  Duke.  Appointed  to  the  faculty  in  1960,  he  was 
an  assistant  professor  of  medicine  until  he  resigned  in 
1965  to  join  the  Watson  Clinic  in  Lakeland,  Fla. 

The  physician  was  still  a  member  of  the  Watson 
Clinic  when  he  died  of  a  heart  attack  at  age  47. 


Five  faculty  members  have  been  promoted  at  the 
medical  center. 

Drs.  Allan  A.  Maltbie  and  M.  Bruce  Shields  have 
been  promoted  to  associate  professor  in  the  Depart- 
ment of  Psychiatry  and  Ophthalmology,  respectively. 

Dr.  Aglaia  N.  O'Quinn  is  a  new  assistant  professor 
of  pediatrics. 

Drs.  Martin  M.  Quigley  and  Thomas  C.  Vaughn 
were  promoted  to  assistant  professor  of  obstetrics  and 
gynecology. 
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Pale  green  KV  mg.  tablets  ^ 

S  of  100  and  Single  Unit  Package*l(|ljgO 
(intended  for  institutiofvl  jise.only).  J 

'    Injection,  ToC  nig./ 2  ml., 
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and  in  8  qnl*  multiple-dose  vials, 
both  in  packages  of  10. 
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The  Alpha 
Advantage: 

It's  for  all  kinds  of  hypertensives 

•  Unlike  beta  blockers,  Catapres^has  no  contraindications. 

•  Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hy[ 


Hyperuricemia 
Gouty  arthritis 
Sulfonamide  hypersensitivity 


Like  any  antihypertensive,  use  with  caution  in  severv. 
coronary  insufficiency,  recent  myocardial  infarction. 
cerebrovascular  disease  or  chronic  rena!  failure. 

work/play — normal  hemodynamic  responses  to  exercise  maintained. 

love —low  incidence  of  impotence  and/or  loss  of  libido: 
^  2.8%  in  1 ,923  patients  studied."* 

diac  output— tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug's  effectiveness  in  a  given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A  rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


'Central  alpha- adrenergic  stimulation  decreases  sympatnetic  outfiow  from 
■  the  brain,  as  shov^'n  in  animal  studies. 
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Catapres 

(clonidlne  HCI) 

Hypertension 


The  Alpha 
Advantage: 

It's  for  all  kinds 
of  hypertensives 


Tablets  of  0.1, 0.2, 0.3  mg 


Hypertension 
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•  No  contraindications. 

•  Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

•  Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

•  Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dos'e  of  Catapres  is  0.1  mg  at  brlj* 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  beilj* 
from  a  starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  —  0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed 
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Catapres* 

(clonidine  hydrochloride) 
Tablets  of  0.1,  0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency  It  may  be  employed  in  a  general  treatment  program  with  a  diuretic  and  or 
other  antihypertensive  agents  as  needed  for  proper  patient  response 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a  reevaluation 
of  therapy 

Usage  in  Pregnancy:  in  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Ciiildren:  No  clinical  expenence  is  available  with  the  use  of  Catapres 
(clonidine  hydrochlonde)  in  children 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2  to  4  days  to  avoid  a  possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy  A  causal  relationship 
has  not  been  established  in  these  cases  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochlonde  therapy  or  by  intravenous  phentolamine.  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  dnving. 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochlonde  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochlonde)  should  receive  periodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a  dose-dependent  increase  in  the  incidence  and  severity  of 


For  optimal  results,  the  dose  of  Catapres  must  be  Mil 
adjusted  according  to  the  patient's  individual  blooc  s»i 
pressure  response.  ,« 

rk 

spontaneously  occurnng  retinal  degeneration  in  albino  rats  treated  for  6 1 1    ( 
longer,  ,     '" 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drows|    ffilli 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been|   w 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely     SJpt 
instances  an  exact  causal  relationship  has  not  been  established)  TheSil  .|- . 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnori'l  i"'" 
liver  function  tests:  one  report  of  possible  drug-induced  hepatitis  witho'l  ft|j\ 
and  hyperbilirubinemia  in  a  patient  receiving  clonidine  hydrochloric'  ■ 
thalidone  and  papaverine  hydrochlonde.  Weight  gam,  transient  elevafiO'i  ^\ 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  FH  jj^j, 
phenomenon:  vivid  dreams  or  nightmares,  insomnia,  other  behavioral;!  .. 
nervousness,   restlessness,   anxiety  and   mental   depression.   Also    1  nl[ 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  ail  j. 
with  a  rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol )     " 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyne'f  S|t|]| 
weakly  positive  Coombs  test,  asymptomatic  electrocardiographic  abn;i|  i, 
manifested  as  Wenckebach  period  or  ventricular  trigeminy  j     * 

Overdosage:  Profound  hypotension,  weakness,  somnolence.  diminisI'M-'lJO 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  ;4*r 
hydrochloride)  by  several  children  from  19  months  to  5  years  of  agi'* 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  consl!  Oik 
covery  within  24  hours  Tolazoline  in  intravenous  doses  of  10  mg  at  '-'"iL,. 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloCl*  " 
dosage,  j    i\( ' 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  s'' ^(j 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  ll' 
available  as  0  3  mg(peach)oval.  single-scored  tablets  in  bottles  of  100,  .j-3lSl 

For  complete  details,  please  see  full  prescribing  information, 

Under  license  from  Boehringer  Ingelheim  GmbH 


Boehringer 
Ingelheim 


Boehringer  Ingelhei' 
Ri(dgefielcl,CT0687 


1^" 


Month  in 
Washington 


The  Senate  has  adopted  legislation  limiting  the  Fed- 
eral Trade  Commission's  authority  and  by  only  two 
votes  failed  to  approve  an  amendment  specifically 
blocking  the  agency  from  further  activities  against  the 
medical,  legal,  dental,  veterinary  and  other  health 
professions  as  well  as  their  respective  nonprofit  as- 
sociations. 

On  the  same  day.  the  U.S.  Court  of  Appeals  in 
Washington.  D.C..  sent  back  to  the  agency  its  pro- 
posal to  prohibit  all  state  restrictions  on  the  advertis- 
ing of  eyeglasses  and  services,  suggesting  that  the 
FTC  may  have  gone  too  far  in  pre-empting  states" 
powers. 

Apparently  mindful  of  the  hostility  building  up  in 
Congress,  the  FTC  on  the  eve  of  the  Senate  vote 
refused  to  take  any  immediate  action  on  staff  pro- 
posals to  limit  physicians"  membership  on  the  boards 
of  Blue  Shield  plans. 

The  amendment,  defeated  45  to  47  on  the  Senate 
floor,  would  have  prohibited  the  FTC  for  two  years 
from  overriding  state  laws  and  pre-empting  state  reg- 
ulations covering  the  legal  and  health  professions.  It 
would  not  have  affected  current  FTC  cases,  including 
the  decision  to  act  against  the  American  Medical  As- 
sociation's ethical  strictures  against  improper  adver- 
tising. 

Sen.  Wendell  Ford  (D-KY).  floor  manager  of  the 
Senate  bill,  argued  against  the  amendment  on  grounds 
that  it  might  jeopardize  the  entire  measure.  But  he  said 
he  was  sympathetic  and  "vigorous"  hearings  on  the 
issue  would  be  scheduled  soon.  Ford  also  said  he  had 
talked  with  the  FTC  and  it  had  "agreed  to  hold  off." 

Sen.  James  McClure  (R-ID).  sponsor  of  the 
amendment,  told  the  Senate  that  since  1976  the  FTC 
has  sought  "questionable  statutory  jurisdiction  over 
nonprofit  professional  associations  by  pursuing  com- 
plaints against  the  American  Dental  Association,  the 
AMA  and  various  state  and  local  nonprofit  profes- 
sional associations  regarding  ethical  restrictions  on 
advertising  of  professional  services."  He  said  the 
FTC  proceedings  have  continued  despite  the  fact  that 
the  associations  have  made  their  ethical  codes  con- 
sistent with  the  Supreme  Court  decisions. 

McClure  noted  that  17  state  attorneys  general 
had  joined  the  optometric  and  medical  professions  in 
protesting  the  "eyeglass"  FTC  ruling. 

Under  a  Senate  amendment,  approved  87-10.  the 
House  and  Senate  Commerce  Committees  would 
have  20  days  to  review  an  FTC  rule  before  it  could 
take  effect.  If  either  committee  objected,  both  House 
and  Senate  would  have  to  agree  within  60  days  with 
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the  President  concurring  for  the  rule  to  be  invalidated. 

The  House  FTC  bill  would  allow  either  House  or 
Senate  to  reject  an  FTC  trade  rule  within  60  days,  the 
so-called  one  house  vote. 

AMA  Executive  Vice  President  James  H.  Sam- 
mons,  M.D..  has  sent  a  letter  to  the  senators  who 
supported  the  McClure  amendment  commending 
them  for  their  stand. 


Sen.  Richard  Schweiker  (R-PA)  has  introduced  a 
comprehensive  health  manpower  bill  that  would 
eliminate  capitation  aid  to  medical  schools  and 
sharply  decrease  the  size  of  the  National  Health  Ser- 
vice Corps. 

Aid  would  be  provided  students,  but  the  bill  "while 
recognizing  the  high  cost  of  training,  signals  an  end  to 
the  free  ride."  Schweiker  said.  "I  believe  we  should 
continue  student  aid  because  otherwise  the  health 
professions  would  be  only  for  the  very  rich." 

Schweiker.  top  Republican  on  the  Senate  Human 
Resources  Subcommittee  on  Health,  said  his  bill  aims 
at  fiscal  constraint  and  use  of  inducement  rather  than 
regulation. 

The  bill  would  establish  a  new  student  loan  pro- 
gram, utilizing  existing  private  loan  markets,  which 
would  provide  modest  interest  subsidies  while  the 
student  is  in  school,  but  would  go  to  a  market-rate  loan 
once  the  student  was  in  practice.  Also  provided  would 
be  inducements  for  loan  forgiveness  for  health  profes- 
sionals who  practice  in  medically  underserved  areas. 

Expanded  special  projects  grants  would  assist 
schools  in  carrying  out  programs  designed  to  improve 
the  geographic  and  specialty  distribution  of  health 
professionals  and  to  strengthen  curriculum  offerings 
in  key  areas. 

A  new  program  of  grants  would  be  established  to 
allow  states  to  provide  service  scholarship  programs, 
"thus  involving  states  in  solving  geographic  distribu- 
tion problems." 

A  new  financial  distress  grant  program  would  be 
keyed  to  state  and  local  support  for  schools  with 
long-term  financial  problems. 

Schweiker  said  capitation  grants  "have  served 
useful  purposes  in  the  past,  but  do  not  now  adequately 
assure  that  institutions  receiving  the  grants  act  in  the 
national  interest  and  thus  deserve  support.  We  are  in  a 
time  in  which  all  Americans  must  restrain  the  de- 
mands they  place  upon  the  federal  budget.  In  these 
circumstances,  capitation  is  a  luxury  we  cannot  af- 
ford." 
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Another  policy  change  in  the  proposed  legislation 
would  phase  down,  over  a  two-year  period,  the  Na- 
tional Health  Service  Corps  scholarship  program  to 
about  one-third  of  its  fiscal  year  1980  level.  "This 
program  has,  rather  unfortunately,  I  think,  been  ex- 
panded because  of  the  demand  for  scholarship  money 
for  health  professions  students,  rather  than  by  a  re- 
sponsible assessment  of  the  actual  need  for  health 
professionals  in  nonmilitary  service  in  1985  and  be- 
yond," Schweiker  said. 


Top  House  Republicans  are  now  backing  a  new 
catastrophic  national  health  insurance  plan.  House 
Minority  Leader  John  Rhodes  (AZ)  and  Rep.  James 
Martin  (NC),  Chairman  of  the  House  Republican  Task 
Force  on  Health  Policy,  say  their  Medical  Expense 
Protection  Act  of  1980  is  a  two-pronged  approach 
designed  to  improve  health  coverage  under  voluntary 
private  plans  and  to  provide  catastrophic  protection 
for  all  people  not  covered  by  a  plan  or  by  a  public 
program. 

A  formula  in  the  bill  provides  that  once  medical  bills 
reach  a  certain  percentage  of  income,  all  further  ex- 
penses are  automatically  assumed  by  the  program. 

"Our  goal  is  to  encourage  employers  and  the  health 
insurance  industry  to  provide  proper  coverage  at  rea- 
sonable costs  so  that  the  federal  government  can  con- 
centrate on  providing  coverage  for  those  unable  to 
obtain  their  own,  at  a  minimum  total  cost  to  the  tax- 
payer," Martin  said. 

Estimated  first  year  cost  of  the  bill  was  set  at  $7 
billion,  compared  to  $24  billion  for  President  Carter's 
health  plan,  and  $50  billion  for  Sen.  Edward  Ken- 
nedy's approach. 

Under  the  bill,  private  health  insurance  plans  would 
be  required  to  meet  certain  standards  or  lose  their  tax 
deductibility.  The  standards  include  minimum  levels 
of  catastrophic  coverage,  minimum  employer  pre- 
mium contributions  and  certain  types  of  coverage  re- 
quirements. 

"This  approach,  involving  federal  funds  only  when 
protection  otherwise  is  not  available,  and  only  when 
expenses  for  a  family  are  heavy  relative  to  income, 
will  entail  less  government  intrusion  and  provide  more 
benefits  at  lower  costs  than  plans  relying  more  heavily 
on  government  participation,"  Martin  said. 

Seventeen  other  house  members  have  joined 
Rhodes  and  Martin  in  sponsoring  the  bill.  A  somewhat 
similar  catastrophic  plan  is  being  considered  by  the 
Senate  Finance  Committee. 


A  Federal  Appeals  Court  has  written  a  concluding 
chapter  on  laetrile,  holding  that  terminally-ill  patients 
have  no  constitutional  right  to  the  drug  regardless  of 
federal  law. 

The  Supreme  Court  ruled  last  summer  that  dying 
patients  are  not  entitled  to  an  exemption  from  the 
government's  laetrile  ban  but  sent  the  case  back  to 
the  10th  Circuit  Court  of  Appeals  in  Denver,  to  con- 
sider constitutional  and  statutory  questions. 
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"If  the  government  had  lost  this  case,  the  entire 
drug  approval  system  of  the  government  would  have 
gone  right  out  of  the  window,"  a  Food  and  Drug 
Administration  spokesman  said. 

The  Appeals  Court  said  "the  decision  by  the  patient 
whether  to  have  a  treatment  or  not  is  a  protected  right, 
but  his  selectionof  a  particular  treatment,  orat  least  a 
medication,  is  within  the  area  of  governmental  interest 
in  protecting  public  health." 

Congress  has  the  right  to  "limit  the  patient's  choice 
of  medication"  through  the  Food  and  Drug  laws,  said 
the  court. 


The  American  Hospital  Association  has  approved  a 
policy  statement  that  hospital  medical  staffs  should 
set  up  standards  for  people  who  perform  health  ser- 
vices but  are  neither  hospital  employees  or  members 
of  the  medical  staff. 

"It  is  essential  that  the  appropriateness  of  their 
service  or  scope  of  activities  within  the  institution  as 
well  as  the  qualifications  of  these  individuals  be 
evaluated  by  the  hospital,"  said  the  AHA  during  its 
annual  meeting  in  Washington,  D.C. 

The  AHA  said  medical  staff  bylaws  should  establish 
procedures  for: 

•  Determination  of  the  general  qualifications  to  be 
required  of  the  non-staff  employee  practitioners  and 
level  of  medical  supervision  needed. 

•  Recommendations  regarding  the  scope  of  activities 
for  each  practitioner,  determined  on  the  basis  of  an 
assessment  of  qualifications  such  as  educational 
background,  licensure,  certification,  experience,  and 
demonstrated  current  competence. 

•  Recommendations  regarding  categories  for  ap- 
pointment, performance  review  procedure,  reap- 
pointments, disciplinary  actions,  and  appeals  proce- 
dure. 

The  AHA  said  hospital  procedures  should  specify 
that  the  activities  of  the  practitioners  in  question  are  to 
be  performed  in  consultation  with  the  medical  staff 
and  that  they  (procedures)  will  not  be  undertaken 
unless  either  (a)  requested  or  approved  by  admitting 
or  attending  physicians,  or  (b)  indicated  in  a  protocol 
developed  or  approved  by  the  medical  staffs,  and  con- 
sented to  by  the  patients. 


The  Department  of  Health,  Education  and  Welfare 
has  announced  a  national  study  of  the  use,  costs  and 
financing  of  health  care  services  in  the  U.S.  A  joint 
project  of  the  National  Center  for  Health  Statistics 
and  the  Health  Care  Financing  Administration,  the 
study  will  involve  10,000  households  across  the  coun- 
try. It  will  produce  detailed  information  on  the 
amounts  and  types  of  health  care  received  during 
1980,  the  costs  of  the  services  and  the  sources  which 
helped  to  pay  the  bills.  The  information  will  be  used  to 
measure  and  monitor  the  effects  of  existing  health  care 
financing  programs  on  health  status  and  costs. 
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At  l8St... 

A  program  that  tells  how  neiiir  views  on  allergy 
can  be  used  in  daily  practice 


Niine  international  authorities  discuss  new  views  of 
allergy  and  developments  that  nnake  diagnosis  more 
orecise.  treatment  more  practical  for  all  concerned 
ohysicians.  Available  free  of  charge,  as  a  service  to 

;he  medical  profession        

Tom  PHARMACIA 
Diagnostics,  the 
complete  program 
includes: 


FILM  (OR  VIDEO 
CASSETTE) - 

25-minute  presentation 
■elates  new  views  on 
allergy  through  actual 
;ase  histories. 
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PHARMACIA  Diagnostics 

Division  of  Pharmacia  Inc 
800  Centennial  Avenue 
Piscataway.  NJ  08854 


□  Please  provitje  more  information  on  the  ALLERGY 
UNMASKED  Continuing  Etjucation  Program 

D  Please  have  a  representative  contact  me 


COMPREHENSIVE  PACKAGE  - 

Also  supplied  are  moderator's  guide,  self-assessment 
tests,  announcement  posters,  accreditation  information. 
Present  ALLERGY  UNMASKED  to  colleagues. 

students,  other  health 
professionals  at  the  time 
and  place  of  your 
choice.  For  more 
detailed  information, 
simply  return  the 
convenient  coupon. 


Name  (please  pnnl) 


Organization 


MONOGRAPH  - 

72-page  illustrated  text 
provides  in-depth 
discussion  of  theory  and 
application  for  home 
study. 
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Diagnostics 


A  telephone-book  sized  directory  of  Northern  Vir- 
ginia physicians,  the  most  detailed  directory  of  itskind 
in  the  nation,  has  been  published  by  the  Health  Sys- 
tems Agency  of  the  area.  About  half  the  practicing 
physicians  submitted  information  for  the  directory 
which  has  a  cover  picture  of  a  physician  holding  a 
stethoscope  to  a  youngster's  chest. 

Five  thousand  copies  of  the  44 1  -page  directory  were 
printed  at  a  cost  of  $25,000  to  the  Health  Systems 
Agency  of  Northern  Virginia.  They  will  be  furnished 
at  no  cost  to  the  public.  Several  other  Health  Systems 
Agencies  (HSAs)  have  also  produced  directories. 
About  36  directories  of  physicians  have  been  pub- 
lished by  various  groups,  including  medical  societies, 
in  recent  years. 

The  Virginia  directory  includes  information  on 
physicians'  policies  on  accepting  Medicaid  and  Medi- 
care patients,  fees  for  standard  office  visits  and  tests, 
policies  on  billing  and  insurance,  office  accessibility 
forthe  handicapped,  and  prescribing  by  generic  name. 
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Information  is  also  listed  on  education,  certifica- 
tion, hospital  affiliations,  office  hours,  usual  advance 
notice  required  for  appointments,  types  of  laboratory 
tests  available  in  the  office,  foreign  languages  and  sign 
language  spoken  by  the  doctor  or  staff,  and  mecha- 
nisms for  handling  patient  inquiries  and  complaints 
about  billing. 

The  directory  presents  information  about  the 
Health  Maintenance  Organizations  providing  health 
care  services  in  Northern  Virginia  and  a  summary  of 
the  services  provided  by  area  public  health  depart- 
ments. 

The  medical  societies  in  Arlington,  Fairfax  and 
Prince  William  counties  helped  participate  in  the  proj- 
ect. 

Publication  of  the  directory  was  halted  in  order  to 
challenge  the  constitutionality  of  the  Virginia  Medical 
Practices  Act  that  had  prohibited  physicians  from  fur- 
nishing information  for  the  directory.  The  statute  was 
found  to  be  unconstitutional  in  November,  1976. 
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In  Mf  moriam 


WILLIAM  A.  FRITZ,  M.D. 

Dr.  William  A.  (Bill)  Fritz  of  Hickory  died  on  Au- 
gust 12,  1979.  The  son  of  an  educator  who  was  one  of 
the  founders  of  Lenoir  Rhyne  College,  Dr.  Fritz  was 
born  practically  on  the  edge  of  the  campus.  He  sub- 
sequently grew  up  to  attend  Lenoir  Rhyne  and  the 
University  of  North  Carolina  at  Chapel  Hill.  He  re- 
ceived his  M.D.  degree  from  Temple  University  in 
1933.  After  interning  at  Bryn  Mawr  Hospital,  Dr.  Fritz 
returned  to  Hickory  to  enter  general  practice  in  1934. 
In  1938.  he  became  city  physician  for  several  years. 

His  practice  was  interrupted  in  1941  by  World  War 
II.  Dr.  Fritz  enlisted  for  service  immediately  and  over 
the  next  four  years  distinguished  himself  not  only  as  a 
physician  but  also  as  a  military  officer,  on  occasions 
being  responsible  for  several  hundred  men.  Dr.  Fritz 
was  also  proud  of  having  cared  for  British  sailors 
during  rescue  work  and  for  the  medical  care  which  he 
helped  provide  to  natives  of  countries  where  he  was 
stationed.  His  family  received  a  certificate  of  recogni- 
tion from  President  Jimmy  Carter  honoring  his  mem- 
ory in  selfless  consideration  to  the  service  of  our 
country. 

Following  the  war.  Dr.  Fritz  returned  to  Hickory  to 
resume  his  private  practice.  Always  loved  and  ad- 
mired by  his  patients.  Dr.  Fritz  once  said  that  he 
entered  medical  practice  because  it  ranked  next  to  the 
ministry.  Since  he  had  no  calling  to  preach,  he  chose 
medicine.  In  addition  to  his  private  practice.  Dr.  Fritz 
served  as  the  physician  to  Lenoir  Rhyne  College  for  1 2 
years  and  to  the  Lutheran  Home  for  15  years. 

Dr.  Fritz  was  a  member  of  the  American  Medical 
Association,  the  Catawba  County  Medical  Society, 
the  North  Carolina  Medical  Society,  the  American 
Academy  of  General  Practitioners,  the  American 
Committee  of  Maternal  Welfare  and  the  Tri-State 
Medical  Association.  He  was  a  member  of  St.  An- 
drews Lutheran  Church  and  the  Hickory  Kiwanis 
Club. 

Dr.  Fritz  is  survived  by  his  wife,  Morell  Elaine 
Maness  Fritz,  five  daughters  and  a  son. 

CATAWBA  COUNTY  MEDICAL  SOCIETY 

ROBERT  T.  HAMBRICK,  M.D. 

Dr.  Robert  T.  Hambrick,  82,  of  Hickory,  died  on 
July  27,  1979.  A  native  of  Roxboro.  N.C.,  Dr.  Ham- 
brick  was  graduated  from  Duke  University  (Trinity 
College)  in  1919.  He  subsequently  attended  the  North 
Carolina  School  of  Medicine  and  Tulane  School  of 


Medicine,  receiving  his  M.D.  degree  in  1923.  After  a 
residency  at  Mississippi  State  Hospital  and  post- 
graduate work  at  Harvard  University  School  of  Medi- 
cine, Dr.  Hambrick  returned  to  Hickory  where  he 
practiced  medicine  for  55  years. 

He  was  a  member  of  the  American  Medical  Associ- 
ation, the  Catawba  County  Medical  Society,  the 
North  Carolina  Medical  Society,  the  Academy  of 
General  Practice,  the  American  Public  Health  Associ- 
ation and  the  American  Association  of  Railway  Sur- 
geons. 

A  member  of  the  First  United  Methodist  Church 
and  the  Hickory  Kiwanis  Club.  Dr.  Hambrick  will  be 
remembered  not  only  for  his  love  of  medicine  but  also 
for  his  interest  and  concern  for  young  people  —  al- 
ways striving  to  promote  better  living  conditions  and 
educational  opportunities  for  them. 

Dr.  Hambrick  is  survived  by  his  wife,  Josephine 
Lyerly  Hambrick;  a  daughter,  Josephine  B.  Ham- 
brick; and  a  son,  Robert  T.  Hambrick.  Jr. 

CATAWBA  COUNTY  MEDICAL  SOCIETY 


VONNIE  M.  HICKS,  JR.,  M.D. 

Dr.  Vonnie  Monroe  Hicks,  Jr.,  was  born  January 
12, 1922,  at  the  Rectory  of  Christ  Church,  Raleigh,  and 
died  December  13,  1979,  at  the  age  of  57  from  car- 
cinoma of  the  lung. 

His  father.  Dr.  Vonnie  M.  Hicks,  Sr.,  practiced 
EENT  in  Raleigh  and  his  mother,  Jesse  Greig  was  a 
nurse.  One  brother.  Greig  Lee  Hicks,  and  a  sister, 
Elizabeth  Jane  McCrary,  reside  in  Raleigh. 

Dr.  Hicks  attended  Myrtle  Underwood  Elementary 
School  and  Broughton  High  School  in  Raleigh  and 
graduated  from  Florida  Military  Academy,  St. 
Petersburg,  Florida,  in  1939.  He  graduated  from  Wake 
Forest  College  in  1944  with  a  degree  in  chemistry. 
After  serving  in  the  U.S.  Navy  from  1944  to  1948,  he 
attended  medical  school  at  the  University  of  North 
Carolina  for  two  years  and  received  his  M.D.  degree 
from  Jefferson  Medical  College,  Philadelphia,  Pa.,  in 
1952,  and  began  practice  with  his  father  following 
internship  at  Rex  Hospital  in  Raleigh  and  residency  at 
New  York  Eye  and  Ear  Infirmary  in  1956. 

He  married  Peggy  West  in  1944  and  they  had  four 
children;  Vonnie  M.,  Ill,  and  Thomas  Stephen  of 
Winston-Salem,  Jane  Lea  Naeser  of  Raleigh  and 
Henry  West  of  Tampa,  Florida.  Mrs.  Hicks  died  in 
1 970  and  in  1 972  he  married  Jean  S .  Patton  who  resides 
in  Raleigh. 


April  1980,  NCMJ 
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Dr.  Hicks  was  very  active  in  several  professional 
societies  and  held  staff  memberships  at  Raleigh  Com- 
munity Hospital,  Rex  Hospital  and  Wake  Medical 
Center.  He  was  regional  surgical  director  of  the  North 
Carolina  Eye  and  Human  Tissue  Bank,  Winston- 
Salem,  an  FAA  medical  examiner  and  a  past-com- 


mander of  the  Raleigh  Power  Squadron.  He  was  offi- 
cial physician  for  the  Optimist  Club  Tar  Heel  Regatta 
with  special  interests  and  contributions  to  church  and 
civic  organizations  and  was  a  lifetime  member  of 
Christ  Episcopal  Church  in  Raleigh. 

WAKE  COUNTY  MEDICAL  SOCIETY 
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Classified  Ads 


WANTED  IMMEDIATELY  —  Internist  Board  Certified  or  Eligible, 
with  or  without  sub-specialty  to  join  busy  medical  practice.  Ex- 
cellent professional  growth  as  well  as  top  starting  salary  with  incen- 
tive. P.O.  Box  20928,  Greensboro,  N.C.  27420,  (919)  272-4918. 

ANESTHESIOLOGIST,  36.  FMG,  board  eligible,  university 
trained,  diverse  clinical  experience  seeking  group  practice. 

POSITION  WANTED:  Child.  Adolescent,  Adult  Psychiatrist,  38, 
board  elig.,  N.C.  Use.  seeks  relocation  in  N.C.  University  trained: 
experience  in  individual,  group  and  family  therapy;  consultation; 
pediatric  liaison  and  supervision.  C.V.  available.  Write  Michael  K. 
Levitt,  M.D.,  2957  Bloomfield  Park  Dr.,  West  Bloomfield,  Michi- 
gan 48033. 

PSYCHIATRIST  live  in  a  beautiful,  south  central  region  of  NC  near 
golf  &  tennis  resort  area  and  work  with  qualified,  eager  colleagues 
in  a  Community  Mental  Health  Center  setting.  Individual  will  be 
providing  medical  services  in  the  field  of  psychiatry  to  adults  & 
children.  Work  closely  with  2  other  center  psychiatrists  &  other 
mental  health  professionals.  Qualirications  —  Graduation  from  an 
accredited  school  of  medicine  &  completion  of  residency  or  spe- 
cialty training  &  1  yr.  of  experience  in  the  practice  of  medicine;  or 
graduation  from  an  accredited  school  of  medicine  &  4  yrs.  of 
experience  in  the  practice  of  medicine.  Must  be  licensed  to  practice 
in  NC  &  Board  Certified  or  Board  Eligible  in  Psychiatry.  Salary 
range,  $39,168-$41,252.  20*7  fringe  benefit  package.  For  more 
information  contact:  Di .  Steven  Dingfelder,  Sandhills  Mental 
Health  Center,  A/C:  919-673-9111. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  AND  LOCUM 
TENENS  to  work  for  expanding  established  multi-specialty  group; 
118  JCAH  hosp.,  delightful  small  historic  town  on  Albemarle 
Sound;  Salary  &  '^'r.  Life,  health,  disability,  malpractice  insc.  etc. 
All  available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medi- 
cal Center,  Edenton,  NC,  27932.  Tel:  (919)  482-2116. 

PHYSICIAN'S  ASSISTANT  With  medical,  surgical,  pediatric,  E-R, 
laboratory  experience  seeks  employment  in  primarv  care.  Candi- 
date is  board  certified  with  B.S.  degree.  Call  919-383-7586  in  a.m. 
or  919-684-3124  in  p.m. 

FOR  SALE:  Burdick  MF  490  short  wave  Diathermy  with  contour 
applicator  and  air-spaced  electrodes.  In  excellent  condition.  Has 
been  used  with  care  in  private  medical  practice.  Contact:  H.  M. 
Pickard.  M.D..  P.O.  Box  3351,  Wilmington,  N.C.  28406  Tel:  919- 
791-1417. 

EMERGENCY  PHYSICIANS  —  Locum  Tenens  positions  avaUable 
immediately  and  throughout  the  year  in  coastal.  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 


ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707.  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 

EMERGENCY  PHYSICIANS  —  Full  Time  —  Directorships  avail- 
able. Immediate  openings  in  coastal.  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703.  Durham.  N.C. 
27707.  (919)  489-6521.  in  North  Carolina  (800)  672-1665. 

July  1.  1980.  POSITION  AVAILABLE,  COASTAL  COMMUNITY 
—  Board  eligible  Family  Practitioner  or  Internal  Medicine  special- 
ist sought  for  medical  center  with  5,000  user  population.  Practice  is 
two  years  old,  new  7,500  sq.  ft.  facility,  minor  trauma,  x-ray  lab. 
Rescue  Squad,  Health  Department  on  site  plus  dental  and  home 
health.  Expansion  to  include  Ocracoke  Island.  Contact:  Adminis- 
trative Director,  HRHC,  P.O.  Box  194,  Swan  Quarter.  N.C. 
27885.  phone  (919)  926-1501.  Salary  —  $40,000. 

G.P.  retiring.  Lucrative  practice  in  rapidly  growing  Piedmont  area  of 
N.C.  Small  town  with  130  bed  hospital  nearby.  Thirty  minutes  from 
large  metropolitan  area.  Centralized  office  site  and  equipment 
available.  Please  replv  to  NCMJ-15,  P.O.  Box  27167,  Raleigh,  N.C. 
27611. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician's  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician's 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  .Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P. A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)433-4914 
(after  5:00  p.m.);  work  telephone  (7(M)  433-2514  (8:00  a.m. -5:00 
p.m.) 

NORTH  CAROLINA  —  Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  —  excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunitv:  Communitv  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  23452  (804)  486-0844. 

VIRGINIA  —  Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,()00  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Communitv  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach.  Virginia  23452  (804)  486-0844. 
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Winchester  Surgical  Supply  Company 

200  South  Torrence-  St .        Charlotte ,  N .  C .  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.        Greensboro.  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAMOUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  nev   Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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Librium 

chlordiazepoxide  HCI/ Roche 


*v 


SmgJOmg, 
25  mg  capsules 


n  Proven  antianxiety  performance 

D  An  unsurpassed  safety  record 

n  Predictable  patient  response 

D  Minimal  effect  on  mental  acuity  at 
recommended  doses 

n  Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a  summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  vanous  disease  states.  Efficacy  beyond 
four  months  not  established  by  systennatic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended- 

Contraindications:  Patients  \A/ith  kno\A/n  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CN5  depres- 
sants may  have  B'r\  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  \A/ith- 
Irawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates, have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malfornnations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 
Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  SIX.  limit  to  smallest  effective  dosage  (initially  10 
"ng  or  less  per  day)  to  preclude  ataxia  or  oversedation,  In- 
ireasing  gradually  as  needed  and  tolerated.  Not  recom- 
nended  in  children  under  six.  Though  generally  not  recom- 
nended.  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
Tiacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
arecautions  in  presence  of  impaired  renal  or  hepatic  func- 
:ion.  Paradoxical  reactions  (e.g..  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression, suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  ^r^  also  occasionally  obsen^ed  at  the  lower  dos- 
age ranges.  In  a  few  instances  syncope  has  been  reported. 
Also  encountered  ^r^  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maxin-ium  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5  or  1  O  mg  t.i.d.  or  q,  i.d.;  severe  states.  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5  mg  b,i  d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Libnum  ®  (chlordiazepoxide  HCI)  Capsules.  5 
mg.  10  mg  and  25  mg-bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  available  In  trays  of  A  reverse-number- 
ed boxes  of  25.  and  in  boxes  containing  1  0  strips  of  1  0; 
Prescription  Paks  of  50,  available  singly  and  In  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5  mg. 
10  mg  and  25  mg-bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets BT^  indistinguishable. 


synonymous 
with  relief  of  anxiety 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


Please  see  following  page. 
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fenoprofen  calcium 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
dihydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 
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proven  antianxiety 


Highly  specif  k:  calming  action 
virtually  free  of  unwanted 
side  effects:  this  was  the  remarkable 
clinical  prcxnlse  of  Librium  (chfordia^poxtde  hcd 
And  today  this  promise  continues  to  be 
fulfiltedlnawidte  variety  of  patients 
you  see  everyday. 
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The  published  record  on  Librium  is 
enormous.  So  large,  in  fact,  it  had  to 
be  put  into  a  computer  data  bank  and 
retrieval  system.  It's  a  record  that 
shows  Librium  is  highly  effective  in  re- 
lieving anxiety,  that  Librium  is  seldom 
associated  with  serious  side  effects; 
that  Librium  rarely  interferes  with 
mental  acuity  at  proper  doses;  that 
Librium  is  used  concomitantly  \A/ith 
primary  medications.  However,  as 
with  all  CNS  agents,  patients  should 
be  vi/arned  against  hazardous 
activities  requiring  complete 
alertness,  and  about 
possible  combined  effects 
with  alcohol. 
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Librium^ 

chbrdiazepoxJde  HCI/Roche 


D  An  unsurpassed  safety  reccrd 

D  Minimal  effect  on  mental  acuity 
in  proper  dosage 

D  Predictable  patient  response 

a  Is  used  concomitantly  with  primary 
medications,  such  as  anticholinergics 
and  cardiovascular  drugs 


tfc^= 


5mg,  10mg.  25nng  capsules 


synonymous 
withrelief 
ofanxiety 


Please  see  next  page  for  sumn-iary  of  product  information. 
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Librium  c^s"""^ 

chlordiazepoxide  HO/Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a  summary  of  which  follows: 
Indications:  Relief  of  anxiety  and  tension  occurring  aione  or 
accompanying  various  disease  states  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies  Periodic 
reassessment  of  therapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abilities 
required  for  tasks  such  as  dnving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage,  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 
Precautions:  lu  Itie  eideriy  ana  debilitated,  and  in  children  over 
SIX,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (eg.  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants,  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges  In  a  few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction,  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment: blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally  mak- 
ing periodic  blood  counts  and  liver  function  tests  advisable  dur- 
ing protracted  therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects Oral-Adults   Mild  and  moderate  anxiety  and  tension,  5  or 
lOmgM-d  or  q.id.,  severe  states,  20  or  25  mg  f/d  or  q  /  d 
Geriatric  patients   bmgbj. d  toqid  (See  Precautions  ) 
Supplied:  Librium*  (chlordiazepoxide  HOI)  Capsules.  5  mg.  10 
mg  and  25  mg— bottles  of  100  and  500.  Tel-E-Dose"  packages 
of  100,  available  in  trays  of  4  reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10:  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10  Libntabs"  (chlordiazepoxide) 
Tablets.  5  mg,  10  mg  and  25  mg— bottles  of  100  and  500,  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable 
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MANDALA  CENTER  HOSPITAL 

From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  aw^areness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a  JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a  15-acre  site,  and  offers  a  full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activitiestherapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W,  Rau.  M.D-.  Medical  Director 

Roger  L-  McCauley.  M.D. 

I^rry  T.  Burch,  M.D. 

Edward  H.  Weaver,  M.D. 

Robert  W.  Gibson,  M.D. 

James  Mattox,  M.D. 

All  Jarrahi.  M.D, 

Selwyn  Rose,  M.D. 

Glenn  N.  Burgess,  M.D. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 

Winston-Salem,  N.C.  27104 

(919)  768-7710 


MEMBERSHIP  IN: 

N.C.  Hospital  Association 
National  Association  of  Private 

Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 

Medicare,  Medicaid  approved 


For  Information,  please  contact: 
Richard  V.  Woodard.  Administrator 


Towards  Wholeness 


■k^ 


What  would 
Thomas  Edison's 
physicicin  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a  year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a  carbon 
filament  in  a  vacuum  produced  a  good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a  short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 
If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 

You  see,  it  wasn't  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer's  pocket.  And  the  only  insurance 
available  —  accident  coverage  —  did  not 
cover  illness. 

Today,  as  a  member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a  regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  —  to  buy 
groceries,  make  house  payments  or  provide 
for  your  children's  education. 


With  Mutual  of  Omaha's  Disability  Income 
Protection,  a  disabling  sickness  or  accident 
no  longer  (as  in  Edison's  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you're  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A  Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there's 
no  obligation. 

Underwritten  hy 

Mutual^ 

People  ifou  can  count  on... 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 


Name 


Address 

City  

State   _ 


Zip 


^!»33^-,p^ 


?*^  '^■7?  ^K*5?p^?*'?rjr'^'^f'3fw^TE5^j3i{j^^;?^??^^- 


Officers 
1979-1980 

NORTH  CAROLINA  MEDICAL 
SOCIETY 


FresiJciU  J.  B.  Warren,  M.D. 

P.O.  Box  1465,  New  Bern  28560 

Prcsidcin-Elect  M.  Frank  Sohmer,  Jr.,  M.D. 

2240  Cloverdale  Ave.,  Ste.  88,  Winston-Salem  27103 

First  Vivi'-Pri'xiiU'iil    Ki-nneih  E.  Cosgrove.  M.D. 

510  Seventh  Ave.,  W.,  Hcndersonville  28379 

Sccoinl  Vice-Rresidcnt Kdwin  H.  Martinat,  M.D. 

3333  Silas  Creek  Parkway,  Winston-Salem  27103 

Sfiicliirv  Jack  Hdi.hes,  M.D. 

923  Broad  Street,  Durham  27705  (1982) 

Speiiker Henry  J.  Carr,  Jr.,  M.D. 

603  Beamon  St.,  Clinton  28328 

Vicc-Spi'dki'i- T.  Recinai  d  Harris,  M.D. 

808  Schenck  St.,  Shelby  28150 

Fiisr-FicsiJcnl D.  E.  Ward,  Jr.,  M.D. 

2604  N.  Elm  St.,  Lumherton  28358 

E-XCditivc  Dircclor WiLl.lAM  N.  Hii.i.iARD 

222  N.  Person  St.,  Raleigh  2761 1 

Councilors  and  Vice-Councilors — 1979-1980 

Firsi  Disliic!   Edward  B.  Eadie,  Jr.,  M.D. 

1 142  N.  Road  St..  Elizabeth  City  27909  (1980) 

Vkc-CiHincilor Wili.iam  A.  HcxiC^ARD,  Jr.,  M.D. 

1 142  N.  Road  St.,  Elizabeth  City  27909  ( 1980) 

Sccitnd  District    Chari  es  P.  NiCHOl  son,  Jr.,  M.D. 

3108  Arendell  St.,  Morehead  City  28557  (1982) 

Vicc-Ciitincilor Ai  FRED  L.  Fer(iuson,  M.D. 

DiKtors  Park,  BIdg.  #6,  StantonsbnrgRd.,  Greenville  27834 (1982) 

TliirtI  District R.  BHRrRAM  Wii  i  iams,  Jr.,  M,D. 

1414  Medical  Center  Dr.,  Wilmington  28401  (1982) 

Vicc-Cotdtcilor Chari  es  L.  Garrett,  Jr..  M.D. 

P.O.  Box  1358,  Jacksonville  28.S40(1982) 

F'oiirtli  District  Robert  H.  Shackei  ford,  M.D, 

P.O.  Box  649,  Mount  Olive  28365  (1980) 

Vicc-Ctniitcilor    Lawrence  M.  Clitchin,  Jr.,  M.D. 

P.O.  Box  40,  Tarboro  27886  ( 1980) 

Fiftit  District Bruce  B.  Bi  ackmon,  M.D. 

P.O.  Box  8,  Buies  Creek  27506  (1981) 

Vicc-Coiiiicilor Gil  es  L.  Ceoninoer.  Jr.,  M.D. 

115  Main  St.,  Hamlet  28345  (1981) 

.V/v//j  District W.  Beverly  Tlkker,  M.D. 

Ruin  Creek  Rd.,  Henderson  275.36  (1980) 

VicC-CiHIIlcilor    C.  Gl.ENN   PiCKARD.  Jr..  M.D. 

N.C.  Memorial  Hospital.  Chapel  Hill  27514(1980) 
Scvcntli  District  J.  Dewey  Dorse rT,  Jr.,  M.D. 

1851  E.  Third  St.,  Charlotte  28204  (1981) 
Vicc-C(>iincili>r James  B.  Greenwood,  Jr.,  M.D. 

4101  Central  Ave.,  Charlotte  28205  (1981) 
Eii;hth  District Shahane  R.  Taylor,  Jr..  M.D. 

.348  N.  Elm  St.,  Greensboro  27401  (1982) 

Vice-Councilor Ira  Gordon  Eari  y,  M.D. 

2240  Cloverdale  Ave.,  Ste.  192,  Winston-Salem  27103  (1982) 
Niiilli  District Jack  C.  Evans,  M,D, 

244  Fairview  Dr.,  Lexington  27292  (1982) 


Vice-Cotincilor  Benjamin  W.  Gooiiman,  M.D. 

24  .Second  Ave.,  N.E.,  Hickory  28601  (1982) 

Tenth  District   Charles  T.  McCui  i  ouc.h,  Jr.,  M.D. 

Bone  &  Joint  Clin.,  Doctors  Dr.,  Ashevilie  28801  (1981) 

Vicc-Coiiiiiilor   W,  Otis  Duck,  M.D. 

Drawer  F,  Mars  Hill  28754  (1981) 

Section  Chairmen— 1979-1980 

Aiicsthcsiolofiv Henry  M.  Escue,  M.D. 

P.O.  Box  2444,  High  Point  27261 

Dcrniatoloi;x  Gloria  Graham,  M.D. 

702  Broad  Street,  Wilson,  N.C.  27893 

Emciiicitcx  Medicine Earl  Schwartz,  M.D. 

3465  Dixiana  Lane,  Pfafftown  27040 

Familx  Fniclice  Richard  V.  Lit  es,  Jr.,  M.D. 

320  Yadkin  Street,  Albemarle  28001 

Internal  Medicine    Joseph  D,  Russell,  M.D. 

Carolina  Clinic,  Inc.,  Wilson  27893 

Neiiroloviciil  SnrLierv   Walter  S.  Lockhart,  Jr.,  M.D. 

18.30  Hillandale  Road,  Durham  27705 

Neiirolou'Y  &  FsYchitilr\ William  M.  Fowi  kes,  Jr.,  M.D, 

1209  Glendale  Drive,  Raleigh,  N.C.  27612 

Nuclear  Medicine Edward  J.  Easton,  M.D. 

P.O.  Box  25.54,  Charlotte  282.34 

Obstetrics  &  Cynecoloi;)'    Edward  Sutton,  M.D. 

1616  Memorial  Drive,  Burlington  27215 

Oplithiilntoloi;y  David  B.  Sioan,  Jr..  M.D. 

1915  Glen  Meade  Rd.,  Wilmington  28401 

Orilio/'iicdics John  A.  Powers,  M.D. 

120  Providence  Road,  Charlotte  28207 

Fatholoi;\ Joseph  B.  Dudi  ey,  M.D. 

.3333  Silas  Creek  Parkway,  Winston-.Salem  27103 

Pediatrics David  R.  Williams,  M.D. 

Southgate  Shopping  Center,  Thomasville  27360 

Flaslic  &  Reconstructive  Snri;ery    .  .  .  Julius  A.  Howell,  M.D. 

Bowman  Gray,  Winston-Salem  27103 

Pnhlic  Health  A  Education   Ruth  B.  Burroughs,  M.D. 

2024  Oiiail  Ridge  Rd.,  Raleigh  27609 

Riidioloi;y Edward  V.  Staab,  M.D. 

Department  of  Radiology,  UNC,  Chapel  Hill  27514 

Siiri;er\  A.J.  Dickerson,  M.D. 

1600  N.  Main  St..  Waynesville  28786 

Uroloi,'Y    Grover  W.  White.  M.D. 

631  Cox  Road.  Gastonia  28052 

Delegates  to  the  American  Medical  .Association 

James  E.  Davis,  M.D..  2609  N.  Duke  St.,  Ste.  402,  Durham  27704 

—  2-year  term  (January  1,  1979-December  31,  1980) 
JohnGi  asson,M. D.,  2609  N.  Duke  St.,  Ste. -301,  Durham  27704  — 

2-year  term  (January  1,  1979-December  31,  1980) 
David  G,  Welton,  M.D.,  3535  Randolph  Rd.,  101-W,  Charlotte 

28211  —  2-year  term  (January  I,  1980-Decemher  31,  1981) 
Frank  R.  Reynolds,  M.D.,  1613  Dock  St.,  Wilmington  28401  — 

2-year  term  (January  I,  1979-December  31,  1980) 
Louis  deS.   Shaffner,   M.D.,   Bowman  Gray,  Winston-Salem 

27103 —  2-year  term  (January  1,  1980-December  31,  1981) 
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North  Carolina  Medical  Society 

Endorsed  &  Approved  for  eligible  nietnhers  since  1939 

Official  Disability  Income  Plan 


What 
it  means 


to  you 


•  •  • 


our  40th  year 

of  Professionals  Serving  Professionals 

means  the  "HALLMARK  OR  RELIABILITY" the  peace  of  mind  in  knowing  that  there  would  be  adequate 

icome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

^e,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
ear  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
ow  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  ^  J.  SLADE  CRUMPTON 

INCORPORATED 
PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  •  .^001  Academy  Road  •  P.O.  Box  8500  •  Durham.  N.C.  27707  •  (919)  49.V244I 
APPROVED  INSURERS  TO:  N.C.  Medical  •  N.C.  Dental  •  N.C.  Bar  Groups  •  N.C.  Engineers  •  N.C.  AIA  •  N.C.  CPA's 


PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  "doctor  shopped"  allovertown. 

DON'T  participate  in  CIVIE  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  "there"  and  have 
incomplete  information  is  unimportant. 

DON'T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a  possible  complication  or  bad  result  occurs,  it's  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON'T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don't  record  broken  appointments  or  the  patient's  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON'T  seek  a  consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a  patient,  for  without  first 
reviewing  the  chart  or  making  a  sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a  genuine  issue. 

DON'T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a  patient  to  seek  redress  —  against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a  Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO 


BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


II  MUSCULOSKELETAL 
L5EASE* 


;# 


J 


I  lon-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

:QUAGESIC ' 

leprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


■!>IC — Abbreviated  Summary 


•  TIONS;  Based  on  a  review  o(  Ifiis  Orug  Dy  the 
l^ii  AcaOemv  ol  Sciences— National  Research 
fcS  ana  or  other  inlormatKjn,  FDA  has  Classified 

Ricabons  as  loHows 
ly '  elective  (or  the  ireatmefiJ  of  pain  accom- 
•>  ly  tension  anO  or  anxiety  in  patients  with  mus- 

*  etai  disease  or  tension  headache 

w  assification  ol  l^e  less-ihar-efective  mdica- 
"*  luires  (unher  invesligaiion 
■»  i^A^eness  Ol  Equagesic  in  long-temi  use.  i  e 
W  an  (Our  monltis.  tias  not  t^een  assessed  by 
■S'  tic  clinical  studies  The  physician  should  pe- 
■<*     reassess  usefulness  ol  the  drug  tor  the  indi- 


f'  OlCATIONS:  Equagesic  should  no?  be  given  to 
with  a  history  of  sensitivity  or  severe  intolerance 
leorobamate  or  ethoheptazine  citrate 
i:  Carelui  supervision  o(  dose  and  amounts  pre- 
atients  is  advised,  especially  with  those  patients 
KOpensify  tor  taking  excessive  quantities  o(  drugs 
nd  prolonged  use  in  susceptible  persons,  e  g 
ornier  addicts,  and  other  severe  psychoneuroi- 
n  teponed  to  result  in  dependence  on  or  habit- 
1  drug  W^ere  e«cess(ve  dosage  has  conlinued 
'  months  dosage  should  t>e  'educed  gradually 
abruptly  slopped  since  withdrawal  ol  a  ct\jlch" 
}  withdrawal  reaction  ol  greater  proportions 
which  the  drug  was  ongmally  prescnbed  Abr\jpl 
»  ot  doses  in  excess  of  the  recommended  dose 
in  some  cases  m  the  occurrence  ol  epileptiform 

should  Oe  taken  to  warn  patients  taking  mep'O- 
tolerance  to  alcohol  may  be  lowered  with  re- 
ig  ol  reaction  time  and  impairment  of  ludgemenl 
1(0  n 

PREGNANCY  AND  LACTATION  An  in- 
of  congenital  maltormaiions  associated  with 
Tilnor  tranquilizers  (meprobamate.  chlordi- 


azepoiide.  and  diazepam)  during  (he  first  trimester  ol 
pregnancy  has  been  suggested  in  several  studies  Be- 
cause use  ol  these  drugs  Is  rarely  a  matter  ot  urgency, 
their  use  during  this  penod  should  almost  always  be 
avoided.  The  possibilily  that  a  woman  ol  child-bearing 
potential  may  be  pregnant  at  the  lime  ol  institution  o( 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  if  they  become  pregnant  during  therapy  or 
intend  lo  become  pregnant  Ihey  should  communicate 
with  their  physicians  about  the  desirability  ol  discontin- 
uing the  drug 

Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  In  breast  milk  of  laciatmg  mothers  at  concen- 
trations two  lo  lour  times  that  ol  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentrations  in  breast  mitk 
as  compared  lo  maternal  plasma  levels  should  be 
considered 

Preparations  conlaining  aspinn  should  be  kepi  out  of  the 
reach  of  children  Equagesic  is  not  recommended  lor  pa- 
tients 12  /ears  of  age  and  under 

PRECAUTIONS:  Should  drowsiness  ataxia,  or  visual  dis- 
turbance occur,  itie  aose  should  be  reduced  II  symptoms 
continue  patients  should  not  operate  a  motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meproDamate  have  resulted  in  coma. 
Shock,  vasomotor  and  respiratory  collapse,  and  aruna  Very 
lew  suicidal  attempts  were  latal,  although  some  palients  in- 
gesied  very  large  amounts  ol  the  drug  ;20  to  40  gmi  These 
doses  are  much  greater  than  recommended  The  drug  shouW 
be  given  cautiously,  and  in  small  amounts,  lo  patrenls  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  'educed  to  Oasai  levels  Hy- 
perveniilation  has  been  reported  occasionally  Any  drug  re- 
maining in  ihe  stomach  should  be  removed  and  symptomatic 
ireatmeni  given  Should  respiralion  become  very  shallow 
and  slow,  CNS  slimulanis,  eg  ,  caKeine,  Metrazol,  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops,  pressor  amines  should  be  used  parenlerally 
to  restore  blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A  small  percenlage  ol  patients 
may  experience  nausea  wiih  or  without  vomiling  and  epigas- 
tric distress  Oizimess  occurs  rarely  when  meprobamate  and 
ethoheplazme  citraie  with  aspmn  is  aoministered  in  recom- 
mended dosage  The  meprobamaie  may  cause  drowsiness 
but,  as  a  rule,  this  disappears  as  therapy  is  cornnued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  il  may  be  desiiable  lo  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermine  sulfate  con- 
comilantly  to  control  drowsiness 

A  clearly  related  side  effect  to  the  administration  ol  mepro- 
bamaie IS  the  rare  occurrence  ol  allergic  or  idiosyncratic  re- 
actions This  response  develops  as  a  rule,  in  palienis  who 
have  had  only  1-4  doses  ol  meprobamaie  and  have  not  had 
a  previous  coniact  wnth  ihe  doig  Previous  history  ol  allergy 
may  or  may  not  be  related  to  ihe  incidence  Ol  reactions 
Mild  reactions  are  characterized  by  an  iichy  urticarial  O'  eiv- 
themalous  maculopapular  rash  which  may  be  generalized 
or  confined  to  the  grom  Acute  nonlhrombocytopemc  purpura 
with  cutaneous  pelechiae,  ecchymoses.  peripheral  edema, 
and  lever  have  aiso  been  reported 

More  severe  cases.  Observed  only  very  rarely  may  also  have 
Other  allergic  responses  including  lever,  lainimg  spells  an- 
gioneuroiic  edema  bronchial  spasms,  hypotensive  cnses  M 
fatal  case),  anaphylaxis  stomaiiiis  and  proctitis  ( t  case),  and 
hyperthermia  Treatmenl  should  be  symptomatic  such  as 
administralion  of  epinephnne  antihistamine,  and  possibly 
hydroconisore  Meprobamate  should  be  stooped,  and  rem- 
stitution  of  therapy  should  nol  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  |i  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported  olher  tone  agenis 
Known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamaie   A  lew  cases  of  leukopenia  dunng 


continuous  administration  of  meprobamaie  are  reported,  most 
Of  Ihese  returned  to  normal  without  disconiinuation  ol  the 
drug 

Impairment  ol  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  Of  accidental  or  mtenliona'  Sig- 
nificant Overdosage  with  ethoheptazine  cnraie  combined  with 
aspmn  have  been  reponeO  These  were  accompanied  tiy 
symptoms  ol  CNS  depression  including  drowsiness  and 
light-headedness.  with  uneventful  recovery  However,  on  the 
basis  ol  pharmacological  data,  ii  may  be  annapaied  thai 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  and  vomiting  Appiopnale  therapy  ol 
signs  and  symptoms  as  Ihey  appear  is  the  only  recommer- 
daiion  possible  at  ihis  time  Overdosage  with  ethoheptazine 
combined  wiih  aspirm  would  probably  produce  the  usual 
symptoms  and  signs  ol  salicylate  inioxication  Ooservation 
and  irealmenl  should  include  induced  vomiting  ot  gasinc 
lavage,  specific  parenteral  electrolyte  therapy  lor  ketoaci- 
dosis and  dehydration  watching  lor  evidence  ol  hemor- 
rhagic manifestations  due  to  hypoprothrombmemia  which  il 
It  occurs  usually  requires  whole-blood  translusions 
DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  curate  and  250  mg  aspinn 
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•This  drug  has  been  evaluated  as  possibly 
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A  therapeutic  dose 
of  acetaminophen 
in  one  tablet 

A  therapeutic  dose 
of  two  complementary 
analgesics 

The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 
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WHY  NOT  W  YGESIC 


e 


(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  ihe  relief  of  rnild-lo-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminoprien 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combinalion  wilti  alcotiol. 
tranquilizers,  sedative-hypnolics,  or  olfier  CNS  de- 
pressants tias  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  Ihe  additive 
effect  and  warned  not  to  exceed  Ihe  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
lollowing  overdoses  of  propoxyphene  alone  or  in 
combinalion  with  other  CMS  depressants  fvlost  of 
Ihese  patienls  had  histories  of  emotional  disturb- 
ances or  suicidal  idealion  or  allempls,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-aclive 
drugs  Caution  should  be  exercised  m  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 
DRUG  DEPENDENCE;  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal Syndrome  in  individua!s  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 

USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  menial  and  or  physical  abilities 
required  for  potentially  hazardous  tasks,  eg  driving 
a  car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  m  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  felal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therelofe,  propoxyphene 
should  not  be  used  m  pregnant  women  unless,  in  Ihe 


judgement  of  the  physician,  the  potential  benefits 
outweigh  ihe  possible  hazards 
USAGE  IN  CHILDREN;  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safely 
and  a  suitable  dosage  regimen  m  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  m  a  lew  patients  receiving  pro- 
poxyphene concomitantly  wilh  orphenadnne  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
With  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedalion,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulalory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes,  light-headedness.  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation wilh  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a  few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OF  OVERDOSAGE:  SYlvlPTOMS 
The  manilestations  of  serious  overdosage  with  pro- 
poxyphene are  Similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Slokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a  prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  smce  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill,  however,  laboratory  determinations  are 
likely  to  show  a  rapid  rise  m  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatoloxicily,  laundice.  co- 
agulation detects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

ingestion  ol  tO  grams  or  more  of  acetaminophen 
may  produce  hepatoloxicily  A  l3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT;  Primary  aHention  should  be  given  lo 
the  reestablishmenl  of  adequate  respiratory  ex- 
change through  provision  of  a  patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
aiiorphan,  are  specific  antidotes  against  Ihe  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  o(  ihese  antagonists  should 
be  administered,  preferably  IV,  simultaneously  with 
efforts  at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  Ihe  patient  s 
condition  remains  satisfactory  In  addition  to  a  nar- 
cotic antagonist,  the  palient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (eg  caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitale 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  other  sort 
tive  measures  should  be  used  as  indicated,  GcM 
lavage  may  be  helpful  Activated  charcoal  carT 
sorb  a  significant  amount  of  ingested  propoxypi"! 
Dialysis  is  of  little  value  m  poisoning  by  pfofa 
phene  alone  Acetaminophen  is  rapidly  absoijE 
and  efforts  to  remove  the  drug  from  Ihe  body  s^h 
not  be  delayed  Copious  gastric  lavage  and  or  irjb 
tion  of  emesis  may  be  indicated  Activated  chai 
IS  probably  ineffective  unless  administered  aft 
immediately  after  acetaminophen  ingestion.  Ntfi 
forced  diuresis  nor  hemodialysis  appears  to  bl' 
fective  in  removing  acetaminophen  Since  aceft 
nophen  in  overdose  may  have  an  antidiuretic  ir 
and  may  produce  renal  damage,  adrnmislralifi 
fluids  should  be  carefully  monitored  to  avoid  i' 
toad  It  has  been  reported  that  mercaptammelj 
leamine)  or  other  thiol  compounds  may  protect  aJ 
liver  damage  if  given  soon  after  overdosagej 
hours)  N-acelyicysteine  is  under  investigation 
less  toxic  aiternalive  to  mercaptamme,  whicfl 
cause  anorexia,  nausea,  vomiting,  and  drowsB 
Appropriate  literature  should  be  consulted  for  fl 
information  (JAMA  237  2406-2407.  1977)  " 
Clinical  and  laboratory  evidence  of  hepaloloxicili 
be  delayed  up  to  one  week  Acetaminophen  p 
levels  and  haif-iife  may  be  useful  in  assessiil 
likelihood  of  hepatoloxicily  Serial  hepatic  e^ 
deierminations  are  also  recommended 
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J'he  pages  for  this  President's  Newsletter  are  being  given  over  to  a  summary  of  the 
ctions  of  the  House  of  Delegates  at  the  recent  Annual  Society  meeting  in  Pinehurst. 
ecause  there  will  not  be  a  Bulletin  for  the  month  of  May,  the  President'  News- 
etter  will  not  be  mailed  separately  to  the  membership  as  an  economy  measure. 

Summary  of  Actions,  House  of  Delegates,  North  Carolina  Medical  Society 
126th  Annual  Sessions,  May  1-4,  1980,  Pinehurst,  N.C. 

or  the  third  consecutive  year  primary  health  care  through  the  county  health 
lepartments  was  the  leading  subject  of  debate.   The  delegates  passed  a  substitute 
resolution  (Reference  Committee  I  Substitute  for  Resolutions  2,  7,  and  17)  urging 

he  N.C.  Department  of  Human  Resources  to  refrain  from  further  development  and 
Implementation  of  primary  care  clinics  at  local  health  departments. 

'he  plan  was  originally  introduced  in  1978  following  a  personal  plea  by  Governor 
lames  B.  Hunt  to  the  delegates  which  led  to  the  formation  of  a  Primary  Care  Task 
:e  to  review  the  plan,  suggest  modifications,  and  resubmit  it  to  the  House, 
len  brought  before  the  House  in  1979,  the  delegates  decided  to  file  rather  than 
|.ccept  the  report. 

n  his  Address  to  the  Second  General  Session,  Dr.  J.B.  Warren  spoke  of  his  concern 
bout  this  type  of  Primary  Health  Care,  stating  that  "the  people  who  are  utilizing 
hose  services  are  the  people  who  in  the  past  created  a  nucleus  of  a  new  practice 
nd  they  will  simply  not  be  available  to  new  physicians  who  might  wish  to  settle 
earby." 

his  resolution  also  promotes  legislation  to  require  that  "every  local  health 
epartment  have  a  Director  of  Medical  Services  who  shall  be  licensed  to  practice 
.edicine  by  the  State  Board  of  Medical  Examiners." 

More  than  1,200  people,  including  nearly  780  physicians,  attended  the  126th 
Inual  Session  of  the  North  Carolina  Medical  Society,  a  four-day  event  in  Pinehurst, 

p.c. 

he  House  rejected  Resolution  No.  5  requesting  the  withdrawal  of  the  Society  from 
articipation  in  Professional  Standards  Review  Organizations  (PSRO)  on  the  "basis 
f  the  fact  that  the  N.C.  Medical  Society  as  a  Society  does  not  participate  in  PSRO". 

nother  topic  before  the  House  was  Resolution  No.  8  dealing  with  family-oriented 
eliveries  in  hospitals.   The  House  accepted  the  resolution  calling  for  support  by 
he  Society  for  the  development  of  safe,  family-oriented  alternative  systems  of 
eliveries  in  the  hospital  setting  by  physicians.   One  delegate  stated  that  "it  is 
ci  inexcusable  danger  to  deliver  in  the  home". 


One  of  the  more  hotly  debated  issues  facing  the  House  was  a  resolution  calling  for 
the  improvement  of  the  North  Carolina  Medical  Journal  by  the  Editorial  Board  (Report 
F) .   The  report  calls  for  the  expansion  of  the  editorial  office  of  the  Journal  by 
employing  an  editorial  assistant  and  increasing  the  functions  of  the  Journal  to  inc 
non-scientific  information  and  data.   Estimated  cost  of  the  improved  system  of 
communications  through  the  publication  is  $25,000  per  year  including  travel. 


'I 
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The  House  also  charged  the  Editorial  Board  of  the  Journal  with  establishing  a  more 
effective  means  of  keeping  the  membership  informed  on  a  wide  range  of  subjects 
(Amended  Resolution  No.  10).  ID' 


The  House  approved  a  report  (Report  I)  putting  the  Society  on  record  as  favoring  a 
Uniform  Claim  Form  in  North  Carolina.   This  action  is  an  outgrowth  of  plans  by  the 
Health  Care  Financing  Administration  (HCFA)  to  adopt  an  AMA  approved  claim  form, 
with  minor  modifications,  for  Medicare  claims. 

The  Department  of  Human  Resources,  Division  of  Medical  Assistance,  is  considering 
adoption  of  the  same  form  for  use  in  the  Medicaid  Program  in  N.C. 

In  other  actions, the  House  of  Delegates: 


-  Adopted  an  amended  Resolution  1,  Opposition  of  Public  Monies  or  Governmental 
Personnel  for  Development  Grants  or  Implementation  of  IPAs,  and  the  N.C.  Medical 
Society  not  endorse  IPAs  in  lieu  of  several  resolutions  on  the  identical  or 
similar  topics  (Resolutions  1,  4,  16,  and  20). 

Tabled  Resolution  NOo  18,  Alcoholism  Among  North  Carolina  Teenagers. 

Filed  Resolution  NOo  3,  Proposed  Legislation  on  Eye  Care. 

Adopted  Resolution  No,  6,  Flouridation  of  Public  Water  Supplies,  where 
appropriate^ 

Filed  Resolution  NOo  11,  Revision  of  the  Requirements  for  Prescription  Forms. 

Adopted  Resolution  No,  14,  Equitable  Risk  Classification  in  Medical  Liability 
Premiums. 

Adopted  an  amended  Resolution  No.  21,  Adequate  Clinical  Nursing  Training. 

-  Adopted  Report  A,  Annual  Budget  Estimates  for  1980, 

Filed  Report  B,  Direct  Billing  by  Pathologists  for  Fees  for  Professional 
Services. 

Adopted  Report  D,  activities  of  the  Committee  on  Blue  Shield  and  the 
Insurance  Industry  Committee, 

-  Adopted  an  amended  Report  E,  Recommendations  from  Committee  on  Cancer 
Regarding  the  State  Cancer  Programs. 

Adopted  Report  H,  Discontinuing  the  Dues  Differential  for  New  Members. 

Filed  Report  G,  Report  and  Recommendations  to  the  North  Carolina  Commission 
on  Prepaid  Health  Plans, 

Adopted  a  substitute  for  Resolution  No,  12,  Urging  AMA  through  its  repre- 
sentatives on  the  JCAH  to  lend  additional  support  to  the  effort  to  bring  about 
unification  of  the  review  and  accreditation  process  in  hospitals  and  other  health 
facilities. 

Adopted  a  substitute  for  Resolution  No,  15,  Urging  North  Carolina  Delegates 
to  the  AMA  to  oppose  changing  the  basis  of  membership  from  the  present  individual, 
voluntary  membership,  to  a  unified  state  AMA  membership. 

Adopted  Resolution  No.  13,  Rescind  Laws  requiring  Compulsory  Pre-Marital 
Syphilis  Serology  Screening. 

Adopted  a  substitute  for  Resolution  No,  19,  whereby  the  Society  would 
continue  to  work  closely  with  Physician  Assistants  and  encourage  their  attendance 
at  the  Society's  Annual  Meetings. 

Filed  Resolution  No,  9,  Obstetric  Training  for  Family  Practice  Residents. 

Adopted  Report  C,  Amendments  to  the  Bylaws. 
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One  of  the  more  hotly  debated  issues  facing  the  House  was  a  resolution  calling  for 
the  improvement  of  the  North  Carolina  Medical  Journal  by  the  Editorial  Board  (Report 
F) .   The  report  calls  for  the  expansion  of  the  editorial  office  of  the  Journal  by 
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The  House  also  charged  the  Editorial  Board  of  the  Journal  with  establishing  a  more 
effective  means  of  keeping  the  membership  informed  on  a  wide  range  of  subjects        ' 
(Amended  Resolution  No.  10).  .  'ii 

^  'I 
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The  House  approved  a  report  (Report  I)  putting  the  Society  on  record  as  favoring  a  ' 

Uniform  Claim  Form  in  North  Carolina.   This  action  is  an  outgrowth  of  plans  by  the  j 
Health  Care  Financing  Administration  (HCFA)  to  adopt  an  AMA  approved  claim  form, 

with  minor  modifications,  for  Medicare  claims.  .  j 

The  Department  of  Human  Resources,  Division  of  Medical  Assistance,  is  considering 
adoption  of  the  same  form  for  use  in  the  Medicaid  Program  in  N.C. 

In  other  actions, the  House  of  Delegates: 


Adopted  an  amended  Resolution  1,  Opposition  of  Public  Monies  or  Governmental 
Personnel  for  Development  Grants  or  Implementation  of  IPAs,  and  the  N.C.  Medical 
Society  not  endorse  IPAs  in  lieu  of  several  resolutions  on  the  identical  or 
similar  topics  (Resolutions  1,  4,  16,  and  20). 

Tabled  Resolution  NOo  18,  Alcoholism  Among  North  Carolina  Teenagers. 

Filed  Resolution  Noo  3,  Proposed  Legislation  on  Eye  Care. 

Adopted  Resolution  No,  6,  Flouridation  of  Public  Water  Supplies,  where 
appropriate. 

Filed  Resolution  No,  11,  Revision  of  the  Requirements  for  Prescription  Forms. 

Adopted  Resolution  No,  lA,  Equitable  Risk  Classification  in  Medical  Liabilitj 
Premiums. 

Adopted  an  amended  Resolution  No,  21,  Adequate  Clinical  Nursing  Training. 

Adopted  Report  A,  Annual  Budget  Estimates  for  1980, 

Filed  Report  B,  Direct  Billing  by  Pathologists  for  Fees  for  Professional 
Services. 

Adopted  Report  D,  activities  of  the  Committee  on  Blue  Shield  and  the 
Insurance  Industry  Committee. 

Adopted  an  amended  Report  E,  Recommendations  from  Committee  on  Cancer 
Regarding  the  State  Cancer  Programs. 

Adopted  Report  H,  Discontinuing  the  Dues  Differential  for  New  Members. 

Filed  Report  G,  Report  and  Recommendations  to  the  North  Carolina  Commission 
on  Prepaid  Health  Plans, 

Adopted  a  substitute  for  Resolution  No,  12,  Urging  AMA  through  its  repre- 
sentatives on  the  JCAH  to  lend  additional  support  to  the  effort  to  bring  about 
unification  of  the  review  and  accreditation  process  in  hospitals  and  other  health 
facilities. 

Adopted  a  substitute  for  Resolution  No,  15,  Urging  North  Carolina  Delegates 
to  the  AMA  to  oppose  changing  the  basis  of  membership  from  the  present  individual, 
voluntary  membership,  to  a  unified  state  AMA  membership. 

Adopted  Resolution  NOc  13,  Rescind  Laws  requiring  Compulsory  Pre-Marital 
Syphilis  Serology  Screening. 

Adopted  a  substitute  for  Resolution  No,  19,  whereby  the  Society  would 
continue  to  work  closely  with  Physician  Assistants  and  encourage  their  attendance 
at  the  Society's  Annual  Meetings. 

Filed  Resolution  No,  9,  Obstetric  Training  for  Family  Practice  Residents. 

Adopted  Report  C,  Amendments  to  the  Bylaws. 


Communicating 
with  Professionals 


Effective,  two-way  communication  between 
physician's  offices  and  the  internal  manage- 
ment and  operating  departments  of  Blue  Cross 
and  Blue  Shield  of  North  Carolina  is  the  func- 
tion of  our  Professional  Relations  Department. 

Our  seven  specially  trained  Professional  Re- 
lations representatives  are  responsible  for  per- 
sonal Mason  between  physicians  and  their 
office  staffs  and  the  Plan. 


The  Professional  Relations  Representative  as- 
signed to  your  area  is  ready  to  provide  you  with 
Blue  Cross  and  Blue  Shield  benefit  infor- 
mation and  to  assist  you  with  any  problems 
that  may  arise.  The  representatives'  addresses 
and  phone  numbers  are  listed  below.  Please 
call  your  representative  anytime. 


NORTHWESTERN  REGION 

R   Stuart  Veach 
Post  Office  Box  195 
Winston-Salem,  Nortin  Carolina  27102 
Telepfione   919/722-4141 


NORTH  WEST  CENTRAL  REGION 

James  D  Webb 
Post  Office  Bon  5746 
Greensboro.  North  Carolina  27405 
Teleptione  919''272-8123 


NORTH  EAST  CENTRAL  REGION 

NORTHEASTERN  REGION 

Larry  W    f^oss 

Post  Office  Box  12586  Alton  R  James 

Raleigti   Nortfi  Carolina  27605        Post  Office  Box  1447 
Telephone  919  832-7203  Greenville,  North  Carolina  27834 

Telephone   919756-4444 


WESTERN  REGION 

Dan  Mclntyre 
Post  Office  Box  37 
Asheville,  North  Carolina  28801 
Telephone   704  253-6846 


Hattie  P   Partin 
Post  Office  Box  4470 
Charlotte  North  Carolina  28204 
Telephone  704/333-5106 


SOUTHEASTERN  REGION 

Hilda  C   Muse 

Post  Office  Box  3708 

Wilmington    North  Carolina  28406 

Telephone  919  392-1600 


Blue  Cross 
Blue  Shield 

of  North  Carolina 
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NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 

Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  clioice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month:  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  12 
consecutive  months:  premiums  are  tax  deductible  as  a  business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years.  -^• 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 

Across  Street  from  Cone  Hospital 

Greensboro,  N.C.  27405 

Tel:  (919)  2753400  or  275-5035 


NOW  MY  BUSINESS 

IS  AS  GOOD  AS  MY  PRAQICE 


## 


I'm  a  physician.  But  I'm  also 
business  man.  That's  why 
jr  clinic  has  a  business 
lanager. 

It  takes  a  lot  of  work  to  man- 
e  all  the  business  details  of 
growing  practice  like  ours, 
hat's  why  we  have  BASMED. 
cuts  work  and  handles  the 
stalls. 

That  makes  everything  a  lot 
isier.  Like  insurance  process- 
ig.  With  BASMED  we  do  little 
lore  than  enter  the  name,  date, 
id  procedure  for  each  patient. 
A.SMED  fills  in  the  rest  from 
s  vast  electronic  files.  It  prints 
le  forms  for  the  right  insurance 
impanies,  ready  for  mailing. 

BASMED  makes  short  work 
11:  administrative  tasks  too— 


like  balancing  daily  receipts 
and  charges.  And  it  generates 
periodic  reports  at  the  touch  of 
a  button.  For  example,  if  we 
want  information  on  account 
aging,  total  dollars  and  units 
by  procedure,  charges  by  doc- 
tor, or  insurance  claims  aging, 
BASMED  puts  it  right  in  our 
hands. 

The  result  is  a  more  efficient 
office  and  improved  cashflow. 
In  fact,  BASMED  does  its  job 
so  well  that  I  hardly  know  it's 
there. 

But  my  business  manager 
does.  And  my  office  staff  does. 
They're  very  happy  with 
BASMED. 

That  makes  me  happy. 

And  that  means  we  all  do  a 
better  job. 


For  more  information  on 
how  to  give  your  practice  the 
business,  write  or  call: 

Medical  Systems  Division, 
Business  Application  Systems. 


BASMED 

The  Medical 
Business  S^  stein 


business  application  systems,  inc. 
7334  chapel  hill  road 
raieigh.n.c.  27607  (9« 
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Aspects  of  Management 


What  to  tell  your  patients 
when  you  prescribe  ValiunKdiazepam/Roch 


Survey  shows  significant  cor- 
relation between  comprehension 
and  compliance 


CH, 


// 
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A  study  of  compliance  patterns 
reveals  that  more  than  6  out  of  10 
[?'~^  \hoh   patients  made  errors  in  seif- 

^<^-^^         /         administration  of  prescribed 
~  medication,  largely  due  to  lack 

of  comprehension.* 
Misunderstanding  of  directions  resulted 
in  discrepancies  in  dosage  sched- 
ules as  well  as  in  length  of  therapy. 
Since  evidence  suggests  that  expanded  verbal  instruc- 
tions may  encourage  compliance,  the  patient  receiving 
Valium  can  benefit  from  your  explanation  of  the  dos- 
age regimen,  what  response  to  expect  from  therapy 
and  when  to  expect  it. 

WhatVaUum 

(diazepam/Roche)  Can  do 

Your  patients  should  know  that 
1)  you  are  prescribing  Valium  as  an 
adjunct  to  an  overall  program  for  the 
treatment  of  anxiety,  and  2)  Valium 
is  given  to  relieve  the  symptoms  of 
excessive  anxiety  and  psychic  ten- 
sion while  you  help  the  patient  to 
explore  and  deal  with  the  underlying 
cause  of  his  psychic  tension. 

Patients  often  interpret  mani- 
festations of  anxiety,  such  as  palpita- 
tions, hyperventilation,  fatigue  and 
muscle  tension,  as  symptoms  of  a 
serious  disease.  However,  when  they 
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learn  that  these  symptoms  can  be  relieved  by  Valium 
therapy,  patients  can  more  readily  understand  the 
psychosomatic  origin  of  their  symptoms  and  to  accep 
the  nonpharmacologic  measures  you  may  recommen' 
The  time  you  devote  to  these  explanations  can  bf 
a  therapeutic  measure  in  itself.  Most  anxious  patients | 
respond  to  and  benefit  from  a  frank  discussion  with  ai 
objective,  sympathetic  professional. 

At  the  start  of  treatment,  establishing  therapeutic 
goals  helps  the  patient  to  leamwhat  to  expect  and 
when  to  expect  it.  Patients  should  also  be  informed 
that  the  medication  will  be  gradually  reduced  and  dis 
continued  upon  attainment  of  the  therapeutic  goal. 
Tapering  of  dosage  is  rarely  necessary  in  short- 
term  therapy,  but  when  consistently  higher  doses 
are  used  for  extended  periods,  patients  should  know 
that  the  gradual  reduction  of  medication  will  be 
implemented  in  order  to  avoid  sudden  recurrence  of 
symptoms  or  possible  withdrawal  symptoms. 

Such  recurrence  is  unlikely  when 
the  causes  of  the  anxiety  have  been 
worked  out  satisfactorily  within 
your  overall  treatment  program. 

What  Valium 

(diazepam/Roche)  Can't  do 

It  should  be  emphasized  that  there  is 
no  "magic"  in  any  antianxiety  tablet; 
that  medication  is  not  prescribed 
as  a  problem  solver.  Instead,  Valium 
is  being  prescribed  as  a  temporary 
measure  to  relieve  symptoms 
generated  by  excessive  anxiety  and 
psychic  tension. 


Before  prescribing,  please  consult  complete  product  information,  a  summary  of 
wfiich  follows: 

Indications:  Tension  and  anxiety  associated  with  anxiety  disorders,  transient  situa- 
tional disturbances  and  luncliona!  or  organic  disorders,  psyctioneurotic  states 
manifested  by  tension,  anxiety,  apprenhension,  fatigue,  depressive  symptonis,  or  agita- 
tion: symptomatic  relief  of  acute  agitation ,  tremor,  delirium  tremens  and  hallucinosis  due 
to  acute  atcohol  withdrawal,  adfunctively  m  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor  neuron  disorders:  athetosis:  stiff- 
man  syndrome,  convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  m  long-term  use,  thai  is,  more  than  4 
months,  has  not  been  assessed  by  systematic  clinical  studies  The  physician  should 
periodically  reassess  the  usefulness  o(  Ihe  drug  for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug  Children  under  6  months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used  in  palients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 

warnings:  Not  of  value  in  psychotic  patients  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness  When  used  adjunctively  in  convulsive  disorders. 


possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures  may  reqt 
increased  dosage  of  standard  anticonvulsant  medication,  abrupt  withdrawal  may 
associated  with  temporary  increase  m  frequency  and/or  severity  of  seizures  Advi:^ 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been  observed  witfi|i 
abrupl  discontinuation,  usually  limited  to  extended  use  and  excessive  doses  fnfre 
quently  milder  withdrawal  symptoms  have  been  reported  following  abrupt  disconfi 
tion  of  benzodiazepines  after  continuous  use,  generally  at  higher  therapeutic  level 
at  least  several  months  After  extended  therapy  gradually  taper  dosage  Keep  adi 
lion-prone  individuals  under  careful  surveillance  because  ol  their  predisposition  ttji 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risit  of  congenita 
malformations  as  suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to  discuss  therapy  i 
they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider  c 
fully  pharmacology  of  agents  employed:  drugs  such  as  phenothiazines.  narcotics' 
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Practical  pointers  on  taking 
antianxiety  medications 

ClOS  Patients  should  be  instructed  to  keep  to  their 
dosage  schedule  exactly  as  prescribed.  If  they  miss  a 
dose,  they  should  not  try  to  make  it  up  by  taking  two 
doses  the  next  time.  Ask  them  to  contact  you 
promptly  if  they  experience  worrisome  side  effects. 
Explain  that  drowsiness  is  a 


common  reaction  to  almost  all 
calming  agents,  but  that  it  usually 
subsides  in  a  few  days.  Urge  the 
patient  to  contact  you  for  a  possi- 
ble dosage  adjustment  if  drowsi- 
ness or  other  reactions  persist. 

Just  as  you  request  a 
complete  list  of  all  medications 
the  patient  is  taking,  suggest  that 
this  list  be  given  to  any  other  phy- 
sician treating  her/him. 

Like  all  medicines,  Valium 
should  be  kept  out  of  reach  of 
children  and  young  people.  Old 
or  unused  medication  should  be 
discarded. 

anO  QOntS  since  drowsiness  is  an  occasional 
problem,  patients  should  be  advised  against  driving  or 
operating  hazardous  machinery  until  they  see  how  the 
medication  affects  them.  They  should  also  know  that 
tranquilizers  increase  the  effects  of  alcoholic  beverages, 
which  should  therefore  be  avoided.  Also,  warn  patients 
against  simultaneous  use  of  drugs  that  depress  the 
central  nervous  system,  particularly  sedative  hypnotics. 

Patients  should  be  aware  of  the  importance  of  not 
sharing  their  medications  with  friends  and  neighbors; 
they  should  know  that  what  you  have  prescribed  for 
them  may  be  contraindicated  for  others. 

2-mg,  5-tng,  10-mg  scored  tablets 


|A0 

sand 
Jidepres- 
|iy  potentiate 

Usual  precautions  indicated  m  patients 
Idepressed,  or  with  latent  depression,  or  wiiti 

Itendencies  Observe  usual  precautions  m  impaired  renal  or  hepatic  function 
liage  to  smallest  eltective  amount  m  elderly  and  debilitated  to  preclude  ataxia  or 

plion 

cts:  Drowsiness,  confusion,  diplopia,  riypotension,  changes  m  iibtdo,  nausea. 
■Jepression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
lince,  changes  m  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retention, 
lision  Paradoxical  reactions  such  as  acute  hyperexciled  stales,  anxiety, 
jitions,  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
lyi  have  been  reported  should  these  occur,  discontinue  drug  isolated  reports 
Ipenia,  jaundice,  periodic  blood  counts  and  liver  function  tests  advisable 
Ing-term  therapy 


diazepam/Roche 

An  important  adjunct  to  your 

treatment  program  for  excessive 

psychic  tension 


Dosage:  Individualize  for  maximum  beneficial  effect  Adults  Tension,  anxiety  and 
psychoneurotic  stales.  2  to  10  mg  b  i  d  lo  q  i  d  ,  alcoholism.  10  mg  l  i  d  or  q  i  d  m  first 
24  hours,  then  5  mg  ij  d  or  q  i  d  as  needed,  adjunclively  m  skeletal  muscle  spasm, 
2  to  10  mg  t.i  d  or  q  t  d..  adjunctively  m  convulsive  disorders,  2  lo  10  mg  bid  to  q  i  d. 
Geriatric  or  debil'lated  patients  2  to2'/2  mg.  1  or  2  times  daily  initially  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1  lo  2''■^  mg  i,i  d,  or  q  i  d,  initially, 
increasing  as  needed  and  tolerated  {nol  for  use  under  6  months). 

Supplied:  Valium®  (diazepam;Roche)  Tablets.  2  mg,  5  mg  and  lOmg— boltlesof  100 
and  500.  Tel-E-Dose®  packages  of  100.  available  m  trays  of  4  reverse-numbered  boxes 
of  25,  and  m  boxes  containing  lo  strips  of  10,  Prescription  Paks  of  50,  available  m  trays 
of  10 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Morris  E.  Chafetz,  M.D., 

Founding  Director  of  the  National  r«s 

Institute  on  Alcohol  Abuse  and  Alcoholism, 

is  pleased  to  announce 

the  opening  of  a  private 

residential  alcoholism  treatment  facility 

in  Charleston,  South  Carolina.  


FENWICK 


John  H.  Magill,  Executive  Director.  Layton  McCurdy,  M.D.,  Medical  Director.  Phone  805-559-2461. 


What  would  you  call 

an  insurance  policy 

that  provides  the 

amount  of  coverage  you  want 

up  to  $5  million, 

with  expert  local  loss  control 

and  claims  service 

from  a  company 

with  20  years  of 

medical  liability  experience 

in  North  Carolina? 


Better. 


Our  claims-made 

contract  is 

responsive  to  the 

cost  of  claims. too. 

In  lact. today  North 

Carolina  doctors 

pa>  rates  that  are 

the  lowest  of  29 

states  where  we 

write  medical 

malpractice 

insurance.  For 

details  see  your  St. 

Paul  agent  ....your 

insurance  expert. 


We  keep  making 
insurance  better 
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Propeny&Liabiltrv 
Insurance 


Se'ving  yoii  Ihiougfi 'nOepenOe"!  Agenfs  Si   Paul  Fife  and  Ma^ne  insu'anceCoTioa'^v   S'  Paul  Me'Cu'v '"Su'ance  Comoany    Tne  S'   Paui  insurance  Cofnoanv 

Sf   Paul  Gua'flian  Insu'ance  CoTToany  Tne  St   Paul  Insu'ance  Company  ol  Illinois   P'OD^'iy  anO  liaD'ii'v  Af'iiiaies  o' The  Si   Paul  Companies 'nc     Sai"' Pau'  Minnesoia  5S102 
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YOUR  SUPPORT  IS  NEEDED 
CONTRIBUTE  TO  WORTHY  PROJECTS 

TAX  DEDUCTIBLE 


THE  NORTH  CAROLINA  MEDICAL  SOCIETY  FOUNDATION,  INC.  was  created  in  1966 
originally  to  receive  funds  for  the  construction  of  a  new  headquarters 
office  in  Raleigh.   However,  when  other  methods  of  financing  a  permanent 
building  were  devised,  the  role  of  the  Foundation  was  changed.   This 
change  permitted  the  N.  C.  Medical  Society  Foundation  to  be  approved  as 
a  charitable  institution  empowered  to  receive  TAX  EXEMPT  contributions 
for  the  purposes  of  education  and  scientific  advancement.   The  North 
Carolina  Medical  Society  Foundation,  Inc.  has  a  501(c)  (3)  letter  from 
the  Internal  Revenue  Service. 


Among  the  contributions  made  to  the  Foundation  since  its  inception  have 
been: 

—  The  Forsyth-Stokes  Medical  Auxiliary  Benevolent  and  Educational 
Fund  in  1971,  and 

—  the  assets  of  the  Joseph  Ward  Hooper,  Sr. ,  Trust  which  were 
transferred  to  the  Foundation  in  1976. 

While  these  examples  of  group  contributions  have  been  greatly  appreciated, 
your  individual  support  is  badly  needed.   Today,  after  more  than  12  years, 
the  resources  of  the  Foundation  are  still  quite  limited.   As  the  financial 
resources  grow,  the  opportunities  to  use  these  funds  for  worthy  projects 
will  increase  and  all  of  us  will  benefit  by  its  success. 


At  this  time  the  Foundation  is  prepared  to: 

—  serve  as  a  custodian  of  contributions  designated  by  groups  for 
special  projects, 

—  receive  direct  contributions  and  donations  of  stock  or  general 
capital  certificates  of  the  Medical  Liability  Mutual  Insurance 
Company,  all  TAX  EXEMPT,  and  to 

—  accept  from  wills  bequests  which,  properly  defined,  would  not 
be  taxable  to  the  estate  of  the  donor. 


Please  make  your  tax  exempt  contribution  payable  to:   THE  NORTH  CAROLINA 
MEDICAL  SOCIETY  FOUNDATION,  INC.  and  mail  to: 

N.  C.  Medical  Society  Foundation         ■, 
P.  0.  Box  27167 
Raleigh,  N.  C.  27611 
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Special  Article 

Annual  Address  of  the  President 

Challenge  of  Medicine 
in  the  Eighties 


J.  B.  Warren,  M.D. 
May  3,  1980 


I  have  read  the  addresses  of  many  of  the  past  presi- 
dents who  have  stood  in  this  forum,  and  I  have  de- 
spaired of  attaining  the  eloquence  and  the  logic  that 
they  have  expressed.  This  address  of  the  president  has 
often  been  a  sermon  on  issues  in  medicine  or  politics, 
and  1  shall  try  to  uphold  the  tradition. 

Over  the  years  there  has  been  a  strong  tendency  for 
the  men  and  women  of  medicine  to  remain  aloof  from 
politics;  yet,  today,  politics  is  intruding  itself  strongly 
and  at  times  rather  rudely  into  the  practice  of  medi- 
cine. It  has  become  involved  in  construction  of  facili- 
ties, location  of  clinics  and  physicians,  the  numbers  of 
physicians,  and  methods  of  payment  for  services, 
criteria  for  diagnoses,  and  in  the  broad  range  of 
therapeutics.  In  North  Carolina  government  is  in- 
truding into  the  personal  medical  care  with  little 
thought  of  the  long  term  or  even  intermediate  term 
effects  of  its  action.  Some  local  health  departments  in 
this  state  are  setting  up  clinics  for  the  delivery  of 
health  care  to  the  underserved  population. 

No  study  has  been  made  concerning  the  impact  of 
these  activities  upon  the  future  addition  of  primary 
care  physicians  within  the  private  sector  of  these 
communities.  The  people  who  are  utilizing  those  ser- 
vices are  those  who  have  in  the  past  created  a  nucleus 
of  a  new  practice  and  they  will  simply  not  be  available 
to  new  physicians  who  might  wish  to  settle  nearby. 
Therefore,  a  short  term  gain  is  perceived  as  an  even- 
tual loss.  Additionally,  there  is  no  master  plan  for 
dismantling  these  clinics.  The  solution  lies  in  two 
places.  One  is  Raleigh.  The  people  there  need  to  be 
persuaded  to  stop  beating  the  drums  for  health  de- 
partment clinics  and  stick  to  the  field  of  public  health. 
The  other  place  is  your  own  county.  It  is  your  county 
board  of  health  who  plans  these  developments,  and  it 
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is  your  county  commissioners  who  in  large  part  fi- 
nance them. 

HSA's  have  been  set  up  to  determine  what  beds  and 
what  technology  is  appropriate  in  the  medical  field. 
On  the  surface  there  are  many  aspects  of  HSA  and 
health  planning  that  are  attractive  and  that  could  work 
well  and  be  of  benefit  to  our  patients  and  society.  Over 
the  past  months,  I  have  seen  first  hand  how  the  state 
health  plan  is  being  worked  out.  In  theory,  the  state 
health  plan  is  to  be  a  collection  of  the  health  plans 
proposed  by  the  six  local  HSA  areas;  as  a  matter  of 
fact,  the  state  health  plan  is  being  formed  by  the  state 
health  coordinating  council  staff  and  is  being  fed  down 
to  the  local  HSA  areas,  which  pleases  neither  the 
HSA's  nor  the  medical  community.  This  state  is  being 
saddled  with  very  restrictive  policies  that  do  not  make 
allowances  for  differences  between  the  HSA's  or  be- 
tween areas  within  HSA's.  It  is  very  much  as  though 
every  one  in  this  room  were  told  that  we  were  to  each 
get  a  new  pair  of  shoes  and  wear  them  —  all  size  IQVi 
AAA. 

The  local  HSA"s  are  required  by  law  to  have  at  least 
half  of  their  members  tif  their  boards  as  consumers, 
which  has  been  done.  There  is  nothing  wrong  with 
this,  in  principle;  but  in  fact,  it  is  the  biggest  weakness 
of  HSA's.  When  another  law  setting  up  the  statewide 
PSRO  council  was  written,  it  also  provided  for  con- 
sumers, but  for  consumers  who  were  knowledgeable 
about  health  affairs.  No  such  knowledgeable  people 
are  called  for  in  the  HSA  law,  and  there  are  many 
members  of  HSA  boards  who  know  little  about  health 
iiffairs.  However,  they  are  very  knowledgeable  about 
political  affairs  and  they  are  turning  HSA's  into  pork 
barrel  operations. 

Your  medical  society  has,  as  recently  as  last  month, 
hired  a  young  man  to  direct  the  medical  society  in  the 
health  planning  field.  This  is  perceived  as  a  good  step 
by  physicians  and  indeed  was  one  of  the  directions  of 
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the  1979  House  of  Delegates.  This  program  is  badly 
needed  in  this  state,  but  it  should  not  be  an  excuse  for 
us  to  become  complacent.  This  man  is  to  direct  —  he 
cannot  do  the  job  alone.  His  purpose  will  be  to  assist 
us,  to  make  suggestions,  and  to  coordinate  our  efforts. 
Even  Solomon  could  not  be  expected  to  be  a  match  for 
the  hundreds  of  health  planners  in  North  Carolina,  if 
he  worked  alone.  It  will  be  necessary  for  the  vanguard 
committees  and  the  officers  of  the  local  medical 
societies  to  give  time  to  this  endeavor.  Physicians  are 
going  to  have  to  get  personally  involved.  We  are  going 
to  have  to  give  up  nights  of  bridge  or  TV  or  family  fun 
and  give  support  with  our  presence  at  HSA  committee 
meetings,  local  boards  of  health,  and  at  a  wide  variety 
of  forums  where  plans  are  being  influenced  and  public 
opinion  is  being  molded. 

Several  years  ago  the  federal  government  saw  a 
need  for  more  physicians  and  started  capitation  grants 
to  those  schools  of  medicine  which  would  agree  to 
increase  enrollment.  Thus,  classes  were  enlarged  and 
new  schools  were  built.  Now  the  government  wishes 
to  cut  the  budget,  a  laudable  goal,  and  one  way  is  to 
remove  the  capitation  grant.  The  carrot  has  appar- 
ently been  consumed.  But  this  leaves  the  already  fi- 
nancially strapped  medical  schools  with  a  large  deficit 
which  will  have  to  be  recovered  through  higher  tuition 
for  the  thousands  of  students  now  enrolled.  To  top  it 
off,  the  new  rules  on  lending  have  made  it  impossible 
for  more  AMA-ERF  loans  to  be  made.  This,  in  micro- 
cosm, is  what  may  well  happen  with  medicare  and 
medicaid  funds  about  the  time  these  young  physicians 
emerge  from  their  residency  training.  We  are  now 
entering  into  a  period  of  recession,  and  the  strenuous 
efforts  toward  a  balanced  budget  —  federal,  state,  and 
personal  —  are  likely  to  fall  short  of  the  mark.  Political 
financing  is  a  weak  reed  upon  which  to  lean. 

The  basic  needs  of  the  people  are  food  and  shelter 
and  medical  care.  The  governor  is  concerned  about 
medical  care  for  the  poor  and  the  near  poor.  He  told  us 
so  himself  at  the  leadership  conference  in  Charlotte 
this  year.  He  agreed  to  go  to  the  advisory  budget 
commission  in  an  attempt  to  get  approval  of  the  legis- 
lature for  100  percent  of  the  75th  percentile  of 
medicaid  payments.  That  is  good,  but  he  also  iden- 
tified a  need  for  more  physicians  to  participate  in  the 
care  of  medicaid  patients.  It  is  not  fair  for  so  few  to 
provide  such  a  large  percentage  of  this  care  in  North 
Carolina.  Many  physicians  do  not  pull  their  weight. 
Those  who  do  not  now  care  for  Medicaid  patients  need 
to  search  their  hearts  for  an  answer. 

Politicians  have  found  the  health  care  arena  a  prof- 
itable source  of  votes  and  have  capitalized  on  it. 
Physicians  must  also  enter  the  political  arena  either  as 
prime  candidates  or  as  strong  supporters  of  candi- 
dates. We  can  no  longer  afford  to  assume  a  defensive 
attitude  and  remain  apart.  There  is  a  need  for  more 
physician  representation  in  Raleigh  and  in  Congress, 
as  well  as  HSA's,  PSRO's,  hospital  boards,  and 
boards  of  county  commissioners.  This  also  means 
personal  sacrifice.  There  is  real  difficulty  for  a  solo 
practitioner  or  a  member  of  a  small  group  to  do  this.  I 


marvel  at  John  Gamble's  ability  to  combine  a  suc- 
cessful practice  with  his  work  in  the  General  Assem- 
bly. The  financial  sacrifice  entailed  by  involvement  in 
either  the  General  Assembly  or  Boards  of  County 
Commissioners  is  quite  great.  Therefore,  it  is  up  to 
some  of  the  larger  medical  groups  within  the  state  to 
support  one  of  their  members  while  he  or  she  engages 
in  the  affairs  of  public  office.  The  time  required  be- 
tween public  service  and  medical  practice  can  most 
easily  be  shared  by  a  large  group;  I  recommend  it. 

Medicine  in  this  country  needs  mostly  to  be  left 
alone.  We  have  come  a  long  way  on  our  own  and  we 
can  go  farther.  Increasing  of  governmental  regulation 
has  done  much  to  slow  the  progress  of  medicine  in 
America.  Regulation  has  slowed  technological  ad- 
vances such  as  the  availability  of  scanners.  We  find 
ourselves  years  behind  Europe  in  the  field  of 
therapeutics.  If  the  federal  regulatory  programs  were 
to  be  allowed  to  run  rampant,  the  quality  of  health  care 
in  this  country  would  be  reduced  to  the  level  of 
mediocrity.  There  would  be  little  opportunity  to  seek 
new  and  innovative  means  to  better  health  care  or 
even  to  get  rid  of  outmoded  methods.  Why?  Because 
the  system  would  become  so  standardized  and  so 
bogged  down  in  regulations  issued  from  Washington, 
that  it  would  be  virtually  impossible  to  win  approval 
for  anything  other  than  the  prescribed  norm.  Very  few 
would  wish  to  initiate  a  new  effort.  This  has  already 
been  felt  in  the  pharmaceutical  industry.  We  would  be 
saddled  with  the  cost  of  maintaining  an  army  of  in- 
spectors and  planners  and  statisticians  who  possess 
little  understanding  of  the  care  of  sick  people  and  the 
delicate  nature  of  physician/patient  relationship.  And 
all  of  this  huge  bureaucracy  would  be  overseen  by  the 
secretary  of  HHS  —  a  political  appointee,  who  might 
have  little  experience  in  the  health  field.  Once  the 
health  system  is  changed  in  this  country,  there  will  be 
very  little  chance  of  ever  returning  it  to  what  it  is  today 
—  one  of  the  most  precious  assets  of  society. 

It  may  become  necessary  in  the  future  to  exhibit  in 
no  uncertain  terms  to  the  planners  and  the  regulators 
in  government  that  we  in  the  profession  of  medicine 
are  serious  in  our  determination  to  resist  further  gov- 
ernmental control.  I  have  given  much  thought  to  this 
over  the  years  and  sense  that  the  time  may  now  be 
close  at  hand. 

There  is  a  resolution  now  before  this  house  to  the 
effect  that  "The  North  Carolina  Medical  Society 
withdraw  from  participation  in  PSRO."  It  is  in  this 
area  that  the  federally  mandated  programs  are  indeed 
most  vulnerable  to  physician  activity.  Since  the 
PSRO's  are  physician  run,  they  can  be  closed  down  by 
physicians.  HSA's  and  other  bodies  are  not  so  vulner- 
able. I  do  not  believe  that  we  should  take  such  action 
now  nor  that  we  should  take  such  action  only  for  the 
purpose  of  striking  back  at  government,  we  should 
have  a  good  reason. 

Judge  Gehart  Gessel  has  given  us  a  good  reason  in 
his  ruling  last  year  that  declares  PSRO  an  agent  of 
government,  thus  opening  the  possibility  that  these 
organizations  come  under  the  Freedom  of  Information 
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Act.  There  is  a  law  pending  in  Congress  that  would 
relieve  PSRO's  from  this  heavy  judgment.  We  need 
to  give  the  Congress  a  chance  to  act  upon  it,  but 
we  need  to  plan  ahead  —  to  set  a  time  when  we  will 
cancel  our  contracts  with  HHS  and  dismantle  our 
PSRO's.  One  PSRO  board  of  directors  in  this  state  has 
already  expressed  its  intention  of  closing  down,  if  the 
Gessel  ruling  is  allowed  to  stand.  I  would  hope  that 
other  boards  would  follow  suit  at  the  urging  of  their 
members.  If  there  is  no  agreement  to  do  this,  board 
members  should  be  elected  who  would  vote  for  clos- 
ing. Wholesale  resignation  of  P.SRO  members  would 
not  be  effective. 

Time  is  of  the  essence.  The  PSRO's  are  collecting 
data,  setting  up  hospital  profiles,  setting  up  physician 
•  profiles,  which  may  soon  become  available  to  anyone. 
We  need  to  let  the  Congress  know  that  we  mean  busi- 
ness and  consider  the  matter  to  be  of  grave  impor- 
tance. 


We  have  read  of  physician  strikes  occurring  in  other 
places.  Strikes  that  have  harmed  patients  and  done  the 
physician's  image  no  good.  I  would  not  like  to  see  this 
happen  in  North  Carolina,  but  standing  up  to  govern- 
ment in  the  PSRO  area  will  harm  no  patients  and 
should  increase  our  stature  in  the  public  eye  which  will 
regard  us  as  leaders  in  the  flight  against  unwanted, 
unneeded  and  expensive  regulations. 

We  must  work  hard  to  maintain  and  improve  upon 
what  we  have.  We  must  turn  some  of  our  energy  into 
this  effort.  The  young  physicians  must  be  encouraged 
to  participate,  for  they  have  the  most  to  lose.  The  fight 
will  be  hard  and  it  will  be  continuous,  hut  it  will  be 
worthwhile. 

This  then  is  the  challenge  and  responsibility  of 
medicine  in  the  eighties.  Let  us  cheerfully  accept  the 
challenge  and  shoulder  the  responsibility  and  pass  on 
to  the  next  generation  of  physicians  the  heritage  that 
has  been  given  to  us  of  the  world's  best  medicine. 


Againe.  I  heleeve  that  all  that  use  sorceries,  incantations,  and  spells,  are  not  Witches,  or  as  we  terme 
them.  Magicians;  1  conceive  there  is  a  traditionall  Magicke.  not  learned  immediately  from  the  Devill.but 
at  second  hand  from  his  Schollers;  who  having  once  the  secret  betrayed,  are  able,  and  doe  emperically 
practice  without  his  advice,  they  both  proceeding  upon  the  principles  of  nature:  where  actives  aptly 
conjoyned  to  disposed  passives,  will  under  any  Master  produce  their  effects.  Thus  I  thinkeagreat  part  of 
Philosophy  was  at  first  Witchcraft:  which  being  afterward  derived  from  one  to  another,  proved  but 
Philosophy,  and  was  indeed  no  more  than  the  honest  effects  of  Nature:  What  invented  by  us  is 
Philosophy,  learned  from  him  is  Magicke.  Wee  doe  surely  owe  [the  honour  of]  the  discovery  of  many 
secrets  both  to  good  and  bad  .Angels.  —  Sir  Thomas  Browne,  Religio  Medici. 
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Special  Article 

Message  of  the  President 

to  the 

House  of  Delegates 


J.  B.  Warren,  M.D. 
May  1,  1980 


Your  medical  society  is  in  good  shape  in  showing 
growth.  The  current  membership  as  of  April  1  was 
5,301  compared  to  5, 104  in  April  1979.  We  have  a  total 
AMA  membership  of  4,134  as  opposed  to  3,918  a  year 
ago.  At  the  end  of  last  year,  the  North  Carolina  Medi- 
cal Society  had  5,670  members.  Since  January  1 ,  1980, 
we  have  added  217  new  members.  While  state  mem- 
bership nationwide  has  been  steady,  AMA  member- 
ship has  decreased.  It  is  in  response  to  this  that  the 
effort  to  recruit  AMA  members  among  physicians  in 
North  Carolina  who  do  not  belong  to  our  Medical  So- 
ciety has  been  approved.  Many  physicians  do  not  be- 
long to  the  AMA  because  t>f  one  issue  wherein  they 
might  disagree  with  the  AMA  policy.  These  physi- 
cians should  be  persuaded  to  join  the  AMA  for  there 
is  a  strong  need  for  a  national  organization  to  repre- 
sent the  totality  of  medicine  —  a  need  that  cannot  be 
met  by  regional  or  specialty  organizations. 

The  North  Carolina  Medical  Society  lost  only  11 
members  this  year  because  of  failure  to  meet  continu- 
ing medical  education  requirements.  This  is  a  tribute 
to  the  physicians  of  the  state  and  is  in  large  part  due  to 
an  effective  and  thriving  area  health  education  pro- 
gram. 

Oiu"  financial  status  is  good.  We  ended  the  year  of 
1979  with  a  surplus  and  no  dues  increase  is  envisioned. 
The  executive  council  has  voted  to  do  away  with  the 
dues  differential  for  new  members  and  this  is  up  for 
consideration  of  the  House  of  Delegates  in  Report  H. 

Your  AMA  delegation,  ably  led  by  Dave  Welton, 
met  in  Chicago  in  July  and  in  Honolulu  in  December. 
At  the  next  meeting  in  Chicago,  the  NC  Delegation 
will  have  two  members  on  reference  committees,  and 
Dr.  Eben  Alexander  is  up  for  re-election  to  the  posi- 
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tion  of  member  of  the  AMA  Council  on  Medical  Edu- 
cation. Dr.  John  Glasson,  past  president  of  your  North 
Carolina  Medical  Society,  is  vice-chairman  of  the 
AMA  Council  on  Medical  Services.  In  addition  to  Dr. 
Glasson  and  Dr.  Alexander,  there  are  16  North  Caro- 
lina Medical  Society  members  who  belong  to  com- 
mittees or  advisory  boards  of  the  AMA.  This  is  an 
indication  of  the  input  that  the  physicians  of  North 
Carolina  have  into  the  workings  of  the  AMA. 

During  the  year  the  Council  has  concerned  itself 
with  the  matter  of  affiliate  membership  for  allied 
health  personnel.  There  is  very  little  support  for  this 
and  it  is  to  be  considered  in  Reference  Committee  II 
this  afternoon  as  Resolution  l9from  Caldwell  County. 

The  Board  of  Medical  Examiners  has  been  active  : 
throughout  the  year  under  the  chairmanship  of  Dr. 
Bryant  Galusha.  The  Board  has  requested  that  the 
Executive  Council  approve  the  concept  of  the  Board 
assisting  in  or  providing  educational  assistance  to 
physicians  who  may  be  in  some  need  of  re-education. 
This  will  be  reported  again  at  the  September  meeting 
of  the  Council.  Our  Board  of  Medical  Examiners  is 
composed  of  physicians  and  is  elected  by  this  House 
of  Delegates.  The  Sunset  Commission  is  to  consider 
possible  changes  in  the  makeup  of  the  board  and  ac- 
cording to  our  present  best  sources  is  going  to  suggest 
that  future  members  of  the  board  be  appointed  by  the 
governor  and  that  it  have  two  public  members.  This 
will  be  ultimately  decided  by  the  legislature. 

The  stand  of  the  Medical  Society  is  that  the  board  be 
kept  as  is  and  not  be  turned  into  a  political  football. 
The  job  of  the  state  society  will  be  to  keep  members; 
informed.  The  members'  job  will  be  to  lobby  their 
legislators  to  prevent  further  erosion  of  our  duties  and 
responsibilities.  An  Ad  Hoc  Committee  has  been 
named  to  keep  abreast  of  these  proposed  changes. 

The  Committee  on  Legislation  has  proposed  and  the 
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Executive  Council  has  requested  tiiat  in  cases  where 
drugs  are  prescribed  by  optometrists  the  consulting 
physician's  name  be  included  on  the  Medicaid/ 
Medicare  reporting  form.  This  measure  is  currently 
under  review  and  is  being  considered  by  the  Depart- 
ment of  Human  Resources.  No  action  has  yet  been 
taken. 

The  Executive  Council,  on  recommendation  of  the 
Committee  on  Social  Services,  expressed  concern 
about  the  overutilization  of  expensive  emergency 
room  facilities  and  recommended  that  office  care  of 
Medicaid  and  Medicare  patients  be  made  more  attrac- 
tive by  increasing  payments  for  their  services  to  a 
reasonable  level.  On  Friday.  February  1st  at  the 
Leadership  Conference  in  Charlotte,  former  Gover- 
nor Bob  Scott  promised  to  help  with  the  goal  of  in- 
creasing payment  of  Medicaid  claims  to  100  percent  of 
the  75th  percentile.  The  following  day  Governor  Hunt 
made  the  same  promise.  This  recommendation  is  to  go 
to  the  Advisory  Budget  Commission  and  should  be 
considered  during  the  short  session  of  the  Legislature 
this  year.  The  chances  of  this  passing  are  dependent  in 
large  measure  upon  the  lobbying  of  physicians  back 
home  as  well  as  the  enthusiasm  of  the  current  admin- 
istration. 

The  Committee  on  Medical  Education  has  been 
designated  by  your  Executive  Council  as  the  final 
accrediting  body  of  intra-state  CME  organizations  and 
institutions  in  cooperation  with  the  AMA.  This  should 
reduce  greatly  the  time  previously  required  for  ap- 
proval of  CME  programs  sponsored  by  local  medical 
societies  and  hospital  staffs. 

Your  North  Carolina  Medpac  Committee  is  divided 
into  MedPac  Federal  and  MedPac  State.  The  present 
board  of  directors  will  remain  the  board  of  directors  of 
both  groups.  Dr.  David  Nelson  is  chairman.  This 
group  is  not  supported  by  any  funds  of  the  North 
Carolina  Medical  Society,  but  by  personal  contribu- 
tions from  our  members.  Your  executive  council  are 
all  members  of  MedPac,  and  I  believe  most  of  them  are 
sustaining  members  donating  at  least  $100.  They 
highly  recommend  member  participation  in  this  very 
important  organization. 

Over  the  past  year,  there  have  been  major  changes 
in  the  relationship  of  your  society  with  the  Blue 
Cross-Blue  Shield  Corporation.  In  the  spring  of  1979. 
the  Blue  Cross  Board  voted  to  change  its  bylaws  so 
that  all  members  of  the  board  would  be  elected  by  the 
^ board.  Before,  the  board  was  composed  of  25  mem- 
bers, 13  public  members  elected  by  the  board.  6  physi- 
cians elected  by  this  House  of  Delegates,  and  6  elected 
by  the  North  Carolina  Hospital  Association.  After  the 
bylaws  change,  your  society  was  invited  to  present 
physicians'  names  for  consideration  as  members  of 

'S^  the  board.  Two  names  were  presented  in  1979  and  one 
physician  was  elected  to  the  board.  This  year  two 
names  were  presented  by  your  North  Carolina  Medi- 

isW  cal  Society  nominating  committee,  through  the  Exec- 
utive Council  to  the  Blue  Cross  board  nominating 
committee,  but  neither  was  nominated.  The  question 
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arises  as  to  whether  there  is  any  need  for  the  Medical 
Society  to  continue  to  present  suggested  names  of 
physicians  to  the  Blue  Cross  Board. 

The  Insurance  Industry  Committee  and  the  Blue 
Shield  Committee  have  been  instructed  to  confine 
theirdeliberations  "to  consideration  of  policy  matters 
in  which  the  society  is  interested,  not  including  fees 
for  physicians  services"".  This  action  was  taken  on 
February  3rd  by  the  Executive  Council  and  was  done 
at  the  strong  urging  of  our  legal  counsel  and  the  legal 
counsel  of  the  AM.A.  This  action  was  deemed  neces- 
sary to  protect  your  Medical  Society  from  Federal 
Trade  Commission  harassment. 

Your  Medical  Society  is  a  participant  in  a  program 
whose  object  is  to  help  upgrade  the  health  care  deliv- 
ery systems  in  jails  throughout  the  state.  This  project 
is  funded  by  the  Law  Enforcement  Assistance  Ad- 
ministration through  the  AMA  and  we  are  1  of  24 
participating  state  societies. 

Our  intention  is  to  implement  the  AMA's  standards 
for  health  services  for  jails  which  include  designation 
of  a  health  authority  to  oversee  medical  care  services, 
provide  regular  sick  call,  screen  all  inmates  upon  ad- 
mission to  the  jail,  perform  health  appraisals  on  in- 
mates within  14  days  of  arrival  in  the  jail,  provide  an 
adequate  number  of  health  trained  correctional  offi- 
cers, and  develop  a  medical  policy  and  procedural 
manual.  Carleen  Massey  is  our  Jail  Project  Coor- 
dinator and  is  providing  technical  assistance  to  each 
jail  so  that  these  standards  may  be  met.  She  has  re- 
ceived valuable  assistance  from  several  county  medi- 
cal societies  in  securing  a  responsible  health  authority 
for  the  project  jails.  A  two-day  training  session  fcir 
jailers  was  held  on  April  8-9  with  approximately  40 
participants  from  19  county  jails,  it  is  anticipated  that 
several  more  jails  will  be  added  to  the  current  group  of 
10  participants. 

At  the  direction  of  the  1979  House  of  Delegates,  a 
search  committee  has  worked  diligently  to  fmd  an 
individual  to  work  in  the  area  of  Government  Planning 
and  assist  the  vanguard  committees  over  the  state  in 
organizing  and  in  surveillance  of  HSA"s  and  other 
planning  boards.  The  duties  will  be  to  establish  an 
early  warning  system  so  that  we  may  have  early  and 
effective  input  into  medical  planning  at  a  point  where 
our  efforts  can  be  the  most  effective. 

In  April  of  this  year,  your  Medical  Society  Officers, 
Committee  Members,  and  Medical  School  Represen- 
tatives appeared  before  the  Sunset  Commission  to 
testify  as  to  the  dangers  of  allowing  nurse  midwives  to 
do  home  deliveries  under  the  auspices  of  physicians. 
This  is  another  question  which  may  be  discussed  in  the 
Legislature  and  need  local  lobbying.  Also,  there  is  a 
newly  proposed  pharmacy  act  which  would  allow 
pharmacists  under  certain  conditions  to  write  pre- 
scriptions and  to  order  tests,  diagnose  and  treat.  I  do 
not  need  to  say  that  your  medical  society  is  engaged  on 
many  fronts  and  needs  help  and  cooperation  from 
individual  physicians  from  Manteo  to  Murphy  and 
from  Shallotte  to  Coinjock. 
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If  the  experience  of  future  presidents  is  as  good  as 
mine  in  this  respect,  we  should  have  no  manpower 
problems. 

I  want  to  thani<  the  membership  of  this  society  for 


their  support  during  the  year.  I  thank  you  for  your 
presence  here  today,  and  I  would  Hke  to  leave  you 
with  this  thought.  Unless  you  want  to  do  it  all  yourself, 
cet  others  involved.  And  aet  involved  with  others! 


A.  Celsus  sayth  that  is  good  in  palsies  ...  so  profitable  unto  the  colder  constitution  of  chest  or 
stomack.  So  Aristotle  commends  il  in  .  .  .  retention  of  the  breath  in  the  hicket,  sini;iiliiim  solvit 
steniiiiatio  spirilii.s  cohihilio  aceliiin.  Hee  also  observes  that  men  heare  better  when  they  hold  their 
breath,  breathing  causing  some  kind  of  noyse. 

Butt  it  is  to  bee  used  with  caution  &  with  respect  unto  inconveniences  wch  may  insue  in  some  bodyes, 
for  in  some  it  may  endanger  aneurisma  &  the  dilatation  of  the  pupill  of  the  eye  &  may  cause  hernias  & 
ruptures,  nor  in  those  who  rayse  blood  nor.  .  .  . 

Aurelianus  commends  it  in  Asthmaticall  ...  &  colicall  persons.  Hippocrates  in  those  which  are 
troubled  with  ...  in  frequent  yawnings  &  stretchings. 

So  that  among  the  ancients  the  cohibition  or  holding  of  the  breath  was  a  kind  of  exercise.  .  .  .  —  Sir 
Thomas  Browne,  Miscelltiiteoiis  Wrilint;s. 
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TASK  FORCE  REPORT 


The  periodic  health  examination 


Canadian  Task  Force  on  the  Periodic  Health  Examination* 


♦Chairman:    Dr.   Walter   O.   Spitzer, 

professor   of   epidemiology   and   health, 
and  family  medicine.  McGill   University, 
Montreal.   Members:  Dr.  J.  Ronald 
^  D.    Bayne,    professor    of    medicine 
(gerontology),     McMaster    University, 
Hamilton;  Dr.  Kenneth  C.  Charron, 
special  adviser  to  the  dean  of  medicine. 
University  of  Toronto  and  to  the  dean 
of  health   sciences,   McMaster  Uni- 
versity,  Hamilton;   Dr.  Suzanne 
W.  Fletcher,  formerly  assistant  professor 
of  medicine  and  associate   professor  of 
epidemiology    and    health,    McGill 
University,   Montreal   (new   addi"ess: 
North    Carolina    Memorial    Hospital. 
University   of   North    Carolina,    Chapel 
Hill.  NO;  Dr.  Lise  Frappier-Davignon, 
directrice    interimaire,    epidemiologic 
et   medecine    preventive    (centre    de 
recherche).    Institut   Armand-Frappier. 
Montreal;  Dr.  Richard  R.  Goidbloom, 
professor  of  pediatrics,  Dalhousie 
University,  Halifax;  Dr.  Ian  R. 
McWhinney,  professor  of  family 
medicine.   University   of  Western 
Ontario,   London;  Dr.  Brenda  Morrison, 
assistant   professor   of   medical   statistics. 
University  of   British  Columbia, 
Vancouver;  Dr.  Daniel  Offord,  formerly 
professor   of   psychiatry.   University 
of  Ottawa  (new  address:  Chedoke  Child 
and   Family   Centre,   Hamilton); 
Dr.  David  L.  Sackett,  professor  of 
clinical    epidemiology    and    bio- 
statistics,   and    medicine,    McMaster 
University,   Hamilton.   Resource   persons 
from  the  Department  of  National 
Health  and  Welfare:  Dr.  Derek 
D.  Gellnian,  formerly  director  general, 
health    services    directorate    (now    vice- 
president   of   medical  education, 
^  jl.VljVancouver  General   Hospital); 

[Dr.  Gerry   B.   Hill,   formerly   director 
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general,   research   programs  directorate 
(now   director,   department   of   epide- 
miology.  Provincial   Cancer   Hospitals 
Board,    Edmonton);    Ms.    Manuelle 
Adrian,   formerly   research   economist, 
health   economics   and   statistics;   Dr. 
Francine   Lortie-Monette,    chief,   health 
status  division,  health  protection  branch. 
Permanent  consultant:  Dr.  I.  Barry 
Pless,    professor    of    pediatrics,    and 
epidemiology   and   health,    McGill 
University,    Montreal.    Editorial 
coordinator:    Dr.   David    A.E.   Shephard, 
Kellogg  Centre   for  Advanced  Studies 
in  Primary  Care,  The   Montreal 
General  Hospital.  Research  assistant: 
Ms.  Wikke  Walop,   PhD  student  in 
epidemiology,    McGill    University, 
Montreal.  Coordinator  of  the  task 
force:  Dr.  Real  Prefontaine,  medical 
adviser,   health    services   directorate. 
External  consultants:  those  who 
prepared  working  documents  for  the 
task  force  (see  the  appendix). 


The  Canadian  Task  Force  on  the 
Periodic  Health  Examination  was 
established  in  September  1976  to 
determine  how  the  periodic  health 
examination  might  enhance  or 
protect  the  health  of  the  popula- 
tion. The  main  challenge  was  to 
recommend  a  plan  for  a  lifetime 
program  of  periodic  health  assess- 
ments for  all  persons  living  in 
Canada. 

This  report,  which  is  derived 
from  the  formal  submission  of  the 
task  force  to  the  Conference  of 
Deputy  Ministers  of  Health  of 
Canada,  summarizes  the  main 
aspects  of  the  task  force's  work, 
particularly  the  methods,  findings, 
conclusions  and  recommendations. 
The  main  components  of  the  report 
are  the  following:  a  statement  of  the 
terms  of  reference;  a  description  of 
criteria  for  the  assessment  of  poten- 


tially preventable  conditions  and  a 
classification  of  recommendations 
regarding  inclusion  or  exclusion  of 
consideration  of  these  conditions  in 
a  periodic  health  examination;  a  set 
of  age-related  health  protection 
packages;  an  enumeration  of  re- 
search priorities  relating  to  the 
periodic  health  examination;  a  dis- 
cussion of  pertinent  social  and 
economic  issues;  a  listing  of  the 
task  force's  overall  recommenda- 
tions; and,  finally,  some  suggestions 
for  a  strategy  for  implementation  of 
these  recommendations. 

This  report  is  complemented  by 
a  monograph  of  supporting  docu- 
ments that  detail  the  scientific  basis 
for  the  task  force's  conclusions  and 
recommendations;  such  evidence  is 
.summarized  in  this  report.  Some 
supporting  and  illustrative  material 
from  the  monograph  has  been 
added  by  the  editors  of  the  Journal 
to  the  formal  submission  of  the  task 
force:  the  paragraphs  of  additional 
material  end  with  an  asterisk. 
Whereas  the  monograph  contains 
a  comprehensive  bibliography  of 
nearly  1500  citations,  of  which  over 
300  have  been  annotated,  the 
present  report  contains  318  selected 
references,  314  of  which  are  re- 
lated to  the  conditions  studied  by 
the  task  force.  In  addition  to  using 
citations  in  the  bibliography  to  de- 
velop evidence  for  particular  con- 
ditions, the  task  force  also  relied 
on   consultants'   reports. 

The  task  force  was  formed  at 
the  request  of  the  Conference  of 
Deputy  Ministers  of  Health  of 
Canada  and  through  the  coordina- 
tion of  the  health  services  director- 
ate, health  services  and  promotion 
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branch,  Department  of  National 
Health  and  Welfare.  The  members, 
who  were  representative  of  the  ap- 
propriate health  care  disciplines, 
were  nominated  by  the  Canadian 
Medical  Association,  the  Canadian 
Public  Health  Association,  the  Col- 
lege of  Family  Physicians  of  Can- 
ada, I'Association  des  medecins  de 
langue  frangaise  du  Canada  and 
the  Royal  College  of  Physicians 
and  Surgeons  of  Canada.  Aiding  the 
members  of  the  task  force  was  an 
international  group  of  consultants 
(see  the  appendix).  This  report  on 
the  periodic  health  examination,  the 
result  of  deliberations  over  3  years, 
therefore  reflects  not  only  an  im- 
portant aspect  of  health  care  today 
but  also  Canadian  and  international 
viewpoints. 

Ihis  report  is  to  government  and 
not  by  government.  The  members  of 
the  task  force  were  clinicians  and 
scientists.  In  developing  conclusions 
and  recommendations  our  compel- 
ling concerns  were  clinical  mean- 
ingfulness  to  our  professional  col- 
leagues and  scientific  soundness. 
The  Conference  of  Deputy  Minis- 
ters gave  us  a  free  hand  and  re- 
viewed the  report  only  in  its  final 
form. 

Background:  the  periodic  health 
examination   versus  the  routine 
annual  check-up 

Standards  for  safe  and  effective 
practice  in  the  health  field  are  con- 
stantly changing,  but  in  the  past 
three  decades  the  forces  of  change 
have  intensified.  Today,  because  of 
the  rapid  growth  of  medical  knowl- 
edge and  the  widening  application  of 
technology  to  medicine,  there  is  a 
particular  need  for  a  continuing 
authoritative  review  of  standards  for 
both  preventive  and  therapeutic 
strategies.  Some  of  these  strategies 
are  subsumed  under  the  general 
category  of  the  periodic  health 
examination. 

The  periodic  health  examination 
has  two  main  goals:  the  prevention 
of  specific  disease  and  the  promo- 
tion of  health.  To  achieve  these  ob- 
jectives the  periodic  health  examina- 
tion has  traditionally  included  two 
main  strategies:  the  "routine  check- 
up" and  immunization.  Whereas  the 
value  of  immunization  in  health 
protection  has  been  established  for 
many  conditions,  the  value  of  the 
routine  check-up  in  preventing  di- 
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sease  is  uncertain.  Even  so,  both 
physicians  and  the  public  believe  in 
the  benefits  of  the  routine  check-up, 
and  it  has  become  a  firmly  estab- 
lished health  service.  Yet  we  often 
lack  the  evidence  to  prove  that  early 
diagnosis  or  presymptomatic  detec- 
tion of  a  given  condition  improves 
prognosis  at  an  acceptable  risk,  and 
the  assumptions  underlying  the  pe- 
riodic health  examination  must 
therefore  be  questioned.* 

On  what  grounds  can  the  annual 
physical  examination  be  criticized? 
First,  the  content  and  the  frequency 
of  examinations,  except  for  prenatal 
and  well-child  examinations,  bear 
little  relation  to  the  needs  of  dif- 
ferent age  groups.  Second,  tests  and 
procedures  are  included  in  the 
check-up  examination  despite  scanty 
evidence  for  their  effectiveness  and 
efficacy  as  case-finding  maneuvers. 
Third,  the  procedures  are  repeated 
once  a  year  even  though  many  could 
be  performed  equally  effectively  at 
longer  intervals.  And  fourth,  the 
annual  check-up  tends  to  be  used 
mainly  by  more  highly  educated  and 
affluent  members  of  society,  who 
are  not  necessarily  in  greatest  need 
of  an  annual  physical  examination. 

These  objections  have  led  many 
to  recognize  the  need  for  an  altern- 
ative to  the  routine  annual  check- 
up. The  task  force  concluded  that  it 
would  be  better  to  identify  prevent- 
able conditions  of  importance  to 
each  age  group,  and  to  assess  the 
detection  maneuvers  and  preventive 
interventions  related  to  each  condi- 
tion. The  task  force's  main  recom- 
mendation is,  therefore,  that  the 
routine  annual  check-up  be  aban- 
doned in  favour  of  a  selective  ap- 
proach that  is  determined  by  a  per- 
son's age  and  sex.  The  task  force 
recommends  a  specific  strategy  com- 
prising a  lifetime  health  care  plan 
based  on  a  set  of  age-  and  sex-re- 
lated health  protection  packages. 

Although  our  main  purpose  was 
not  to  make  recommendations  lead- 
ing to  a  reduction  in  costs,  the  plan 
we  propose  does  have  social  and 
economic  implications.  These  we 
have  not  ignored.  Our  recommenda- 
tions must  be  regarded  as  minimal 
standards,  and  it  would  be  a  serious 
error  if  health  insurance  agencies, 
for  example,  ever  considered  them 
to  be  maximal  standards  instead. 
Many  persons  who  are  at  special 
risk  will  require  more  than  the  in- 


terventions we  have  recommended. 
We  do  believe,  however,  that  imple- 
mentation of  our  recommendations 
would  make  more  efficient  the  use 
of  the  country's  resources.  Increased 
efficiency  could  result  not  only  from 
more  selective  use  of  tests  and  pro- 
cedures but  also  from  more  effect- 
ive deployment  of  the  many  dif- 
ferent types  of  health  professionals. 

Terms  of  reference 

The  terms  of  reference  within 
which  the  task  force  worked  were 
relatively  straightforward.  They 
were  as  follows: 

•  To  identify  the  main  killing 
or  disabling  conditions,  unhealthy 
states  and  unhealthy  behaviours  af- 
fecting Canadians  and  to  determine 
which  could  possibly  be  prevented  \ 
according  to  present  knowledge. 

•  To  consider  evidence  for 
the  benefit  of  early  detection  or 
prevention  of  killing  or  disabling 
conditions,  unhealthy  states  and  un- 
healthy behaviours  in  the  noncom- 
plainant  individual.  (If  early  detec- 
tion or  prevention  were  judged  to 
be  beneficial,  the  particular  entity 
would  be  termed  preventable.) 

•  To  define  groups  in  the  popu- 
lation at  high  risk  for  specific  pre- 
ventable conditions,  states  and  be- 
haviours. 

•  To  design  health  protection  I X' 
"packages"  shown  to  be  effective  —  !--' 
or,  in  special  circumstances,  de- 
sirable on  other  grounds  —  that 
should  become  part  of  periodic 
health  examinations  at  defined  ages 
and  for  defined  population  groups. 

•  To  make  recommendations  on 
the  procedures,  content,  frequency 
and  appropriate  providers  of  pe- 
riodic health  examinations  and 
preventive  interventions  at  defined!' 
ages  and  for  defined  population 
groups. 

•  To  propose  specific  measures 
for  evaluation  of  the  effectiveness 
and  efficiency  of  the  recommended 
plan  for  periodic  health  examina- 
tions that  would  permit  recurring  re 
assessment  and  improvement. 

Since  most  of  the  discussion  on 
the  periodic  health  examination  re- 
lates to  the  prevention  of  specifi 
diseases  rather  than  the  promotio: 
of  health,  much  of  the  task  force'; 
study  concerned  the  prevention  o! 
disease.  At  the  same  time,  the  las 
force  remained  cognizant  of  the  im 
portance  of  health  promotion. 
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Definitions  and  tables 

Interpretation  of  the  task  force's 
work  and  of  this  report  is  facilitated 
by  a  clear  understanding  of  the  use 
of  certain   words   and   expressions. 
Key    definitions    are    set    forth    in 
Table  I  (page   1203).  Three  other 
tables   present  different   aspects  of 
the  conclusions   and   recommenda- 
tions  of  the   task   force.   Table   II 
(page   120g)  summarizes  the  effec- 
tiveness  of   prevention    and    treat- 
ment, the  quality  of  evidence,  the 
maneuvers    and    the    recommenda- 
tions    relating     to    the     conditions 
Studied  by  the  task  force.  Table  III 
(page  1222)  details  18  age-  and  sex- 
specific  health  protection  packages 
based  on  the  recommendations  sum- 
marized in  Table  II.  Table  IV  (see 
fold  out)  shows  how  the  health  pro- 
tection packages  can  be  displayed. 
The    visual    display    in    Table"  IV 
identifies,  using  colour  coding,  the 
classification  for  each  recommenda- 
tion; Table  IV  can  be  placed  on  a 
wall  or  notice  board  for  easy  refer- 
ence. It  should  be  used  in  addition 
to,  not  instead  of,  Tables  IIB  and 
III. 


Criteria  for  assessment  of 
potentially   preventable  conditions 
and  for  classifying  recommen- 
dations for  inclusion  or  exclusion 
of  the  conditions 

The  task  force  and  its  more  than 
40    consultants    from     many    dis- 
ciplines   throughout    Canada     and 
other    countries    surveyed    the    re- 
levant world   literature   to   identify 
128  potentially  preventable  condi- 
tions.   Of    these,    more    than    90 
seemed  to  merit  detailed  study  by 
the  task  force.  In  judging  whether  a 
specific  condition  should  be  consi- 
dered in  a  periodic  health  examina- 
tion three  aspects  were  studied:  (a) 
the    current    burden    of    mortality, 
morbidity  and  suffering  caused  by 
the  condition;  (b)  the  validity  and 
acceptability  of  the  maneuver  used 
to  identify  risk  or  the  early  asymp- 
tomatic stage  of  the  condition,  or 
the  maneuver  used  to  prevent  the 
condition:  and  (c)  the  effectiveness 
of    the    resulting    intervention.    In 
isome  instances,  although  the  condi- 
tion might  be   considered   possibly 
^preventable,     the     relatively     light 
'VIav  1980.  NCMJ 


burden  of  suffering  associated  with 
it,  its  low  frequency  in  Canada  or 
the  obvious   absence  of  a  suitable 
detection  maneuver  led  us  to  omit 
the  condition  from  detailed  study.* 
While  the  point  of  departure  for 
the  delineation  of  conditions  was  the 
official  diagnostic  coding  system  of 
the    International    Classification    of 
Diseases,     Adapted,         when     we 
studied   the   conditions   we    reclas- 
sified them  in  a  manner  that  con- 
formed as  closely  as  possible  to  the 
way  the  issues   are  confronted  by 
primary  care  practitioners  in  daily 
practice.  (The  best  example  of  this 
approach   is   a   condition   that   was 
redesignated  "progressive  incapacity 
with  ageing"  —  the  constellation  of 
clinical    and    social    problems    that 
affect  the  elderly,  particularly  those 
over  the  age  of  75  years.)  Usually 
redelineation    of   the    problems   re- 
sulted in  the  grouping  of  more  con- 
ventional   designations,    but    some- 
times it  resulted  in  the  splitting  of 
rubrics,  as  with  diabetes  mellitus  in 
the    adult,    which    was    considered 
separately  for  pregnant  women  and 
for  all  other  adults.  In  other  words, 
we  followed  the  principle  that  the 
conditions  about  which  we  reached 
decisions   should    be   defined   in    a 
way  that  is  clinically  meaningful  to 
the  primary  care  practitioner.  Thus, 
after  we  had  assessed  the  evidence 
about    some    of   the    conditions,    it 
proved  clearly  inappropriate  to  pre- 
pare specific   recommendations  for 
them.* 


Current  burden  of  suffering 

The  current  burden  of  suffering 
was  assessed  by  considering  two 
factors:  first,  the  impact  of  the 
particular  condition  on  the  in- 
dividual, as  assessed  from  the  years 
of  life  lost,  the  amount  of  disability, 
the  pain  and  discomfort,  the  cost  of 
treatment  and  the  effect  on  the  in- 
dividual's family;  and,  second,  the 
impact  on  society,  as  assessed  from 
the  mortality,  the  morbidity  and  the 
cost  of  treatment. 

Maneuver 

The  detection  (or  preventive) 
maneuver  was  evaluated  by  consi- 
dering three  sets  of  criteria:  the 
risks  and  benefits;  the  sensitivity, 
specificity  and  predictive  value;  and 
the  safety,  simplicity,  cost  and  ac- 
ceptability to  the  patient. 


Effectiveness  of  intervention 

The  effectiveness  of  intervention 
was  graded  according  to  the  quality 
of  the  evidence  obtained,  as  follows: 
I:  Evidence  obtained  from  at 
least  one  properly  randomized  con- 
trolled trial. 

II-l:  Evidence  obtained  from 
well  designed  cohort  or  case-control 
analytic  studies,  preferably  from 
more  than  one  centre  or  research 
group. 

II-2:  Evidence  obtained  from 
comparisons  between  times  or 
places  with  or  without  the  interven- 
tion. Dramatic  results  in  uncon- 
trolled experiments  (such  as  the 
results  of  the  introduction  of  pe- 
nicillin in  the  1940s)  could  also  be 
regarded  as  this  type  of  evidence. 

Ill:  Opinions  of  respected  au- 
thorities, based  on  clinical  experi- 
ence, descriptive  studies  or  reports 
of  expert  committees. 

Classification  of  recommendations 

On  the  basis  of  these  considera- 
tions the  task  force  made  a  clear 
recommendation  for  each  condition 
as  to  whether  it  should  be  spe- 
cifically considered  in  a  periodic 
health  examination.  Recommenda- 
tions were  classified  as  follows: 

A:  There  is  good  evidence  to 
support  the  recommendation  that 
the  condition  be  specifically  consi- 
dered in  a  periodic  health  examina- 
tion. 

B :  There  is  fair  evidence  to  sup- 
port the  recommendation  that  the 
condition  be  specifically  considered 
in  a  periodic  health  examination. 

C:  There  is  poor  evidence  re- 
garding the  inclusion  of  the  condi- 
tion in  a  periodic  health  examina- 
tion, and  recommendations  may  be 
made  on  other  grounds. 

D:  There  is  fair  evidence  to  sup- 
port the  recommendation  that  the 
condition  be  excluded  from  consi- 
deration in  a  periodic  health  examin- 
ation. 

E:  There  is  good  evidence  to 
support  the  recommendation  that 
the  condition  be  excluded  from  con- 
sideration in  a  periodic  health  exa- 
mination. 

Because  the  effectiveness  of  treat- 
ment or  of  the  preventive  measure 
for  a  condition  was  of  such  im- 
portance to  the  task  force,  the  final 
recommendation  for  each  condition 
relied  heavily  on  our  assessment  of 
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the  evidence  for  effectiveness  of 
treatment.  Thus,  a  class  A  recom- 
mendation was  rarely  made  in  the 
absence  of  grade  I  evidence  re- 
garding effectiveness  of  treatment 
or  prevention.  However,  an  excep- 
tion to  this  rule  occurred  when  a 
clinical  intervention  was  shown,  in 
grade  II  terms,  to  save  the  lives  of 
victims  of  a  previously  universally 
fatal  condition.  For  example,  if 
malignant  hypertension  is  left  un- 
treated, all  affected  patients  will  die; 
if  treated,  most  will  survive.  Thus, 
grade  II  evidence  is  sufficient  for  a 
class  A  recommendation.  Such 
examples  are  rare,  however,  and 
grade  I  evidence  was  required  for 
the  highest  recommendation  for 
most  of  the  conditions. 

For  some  of  the  conditions  consi- 
dered, the  final  recommendation  was 
less  certain  than  the  evidence  re- 
garding the  effectiveness  of  treat- 
ment. This  was  due  to  problems 
with  either  the  detection  maneuver 
for  the  condition  or  determinations 
regarding  the  burden  of  suffering 
caused  by  the  condition.  For  exam- 
ple, we  were  impressed  by  the 
evidence  for  early  treatment  of  car- 
cinoma of  the  breast  and  of  colo- 
rectal carcinoma,  but  for  each  of 
these  conditions  there  are  serious 
problems  regarding  the  detection 
maneuver.  The  recommendation  for 
each  condition,  therefore,  encom- 
passes all  three  dimensions  assessed. 

Conditions  receiving  a  class  C 
recommendation  presented  special 
problems  to  the  task  force.  In 
essence,  the  available  evidence  did 
not  aid  us  in  deciding  whether  these 
conditions  should  be  sought  in  a 
periodic  health  examination,  and  we 
were  therefore  least  sure  about  our 
recommendations  for  them.  When 
the  evidence  was  inadequate  we 
judged  it  best  to  err  in  the  direction 
of  prudence.  The  general  guidelines 
used  by  the  task  force  in  making 
class  C  recommendations  were  as 
follows : 

•  Seek  to  minimize  harm  when 
adding  or  retaining  a  detection 
maneuver  or  intervention  or  when 
withdrawing  a  currently  used  man- 
euver. 

•  Enhance  the  credibility  of  all 
recommendations  by  advocating 
major  changes  to  accepted  practice 
only  on  strong  substantiation  of  the 
need  for  such  change. 

•  Avoid  the   possibility  of  un- 
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necessarily  labelling  people  as  "di- 
seased". 

•  Minimize  the  cost  of  health 
services  by  avoiding  the  use  of  ex- 
pensive maneuvers  of  equivocal  or 
unknown  benefit. 

•  Focus  on  problems  and  con- 
ditions associated  with  a  high  bur- 
den of  suffering  for  individuals  and 
the  population. 

•  Avoid  overlooking  the  dis- 
tinctive needs  and  problems  of 
high-risk  groups. 

In  addition  to  the  final  recom- 
mendation on  each  condition,  com- 
ments were  made,  when  applicable, 
according  to  three  criteria:  (a)  the 
frequency  of  any  proposed  test  or 
intervention;  (b)  the  existence  of 
high-risk  groups  of  persons  requir- 
ing more  frequent  examination;  and 
(c)  when  the  maneuver  should  be 
undertaken.  With  respect  to  the 
third  criterion,  a  maneuver  might  be 
performed  during  an  office  visit  for 
an  unrelated  complaint,  during  a 
health  examination  initiated  by  the 
patient  or  a  health  worker  and  un- 
related to  any  specific  complaint, 
or  as  part  of  a  mass  community- 
based  program,  or  a  combination. 

The  individual  recommendations 
for  each  condition  are  summarized 
in  Table  II. 

The  health  protection  packages 

We  recommend  that  the  annual 
check-up,  as  practised  almost  ritual- 
isticaliy  for  several  decades  in  North 
America,  be  abandoned.  Wc  consi- 
der that  the  routine  general  annual 
check-up  is  nonspecific  and  casts 
a  searching  net  far  too  broadly,  par- 
ticularly in  the  adult,  is  inefficient 
and,  at  times,  is  potentially  harm- 
ful* 

The  task  force  is  convinced  of  the 
superiority  of  a  selective  periodic 
health  examination  over  the  routine 
annual  check-up  or  even  the  routine 
frequent  complete  check-up.  To  con- 
tinue advocating  an  essentially  sim- 
ilar complete  "work-up"  for  most 
adults  from  age  18  years  onward 
is  no  longer  justifiable  from  the 
study  of  all  the  evidence  on  what 
can  and  should  be  prevented.  Nor 
does  it  make  biologic  sense  that  the 
same  preventive  measures  should 
apply  to  a  23-year-old,  ostensibly 
healthy,  asymptomatic  man,  a  49- 
year-old  postmenopausal  woman 
and  an  82-year-old  man  with  nothing 
more    than     undetected    maturity- 


onset  diabetes.  To  use  the  same 
detection  maneuvers  in  all  these 
phases  of  life  is  to  use  an  instru- 
ment far  more  blunt  than  our  pre- 
sent state  of  knowledge  justifies, 
scant  as  that  knowledge  is  in  many 
areas. 

To  take  the  place  of  the  conven- 
tional routine  approach,  we  have 
recommended  a  series  of  health 
protection  packages  as  a  selective 
approach  in  preventive  health  care 
that  will  help  health  professionals 
and  the  health  service  system  con- 
centrate on  the  identification  and 
early  management  of  conditions  that 
are  potentially  preventable.  This 
selective  approach  restricts  detec- 
tion maneuvers  to  those  for  which 
there  is  evidence  of  benefit  through 
case  finding  or  screening,  that  have 
promise  of  identifying  health  prob- 
lems with  adequate  sensitivity,  spe- 
cificity and  predictive  value,  that 
are  acceptable  to  patients  and  that 
are  of  justifiable  cost.  The  target 
conditions  of  interest,  the  detection 
maneuvers  recommended  and  the 
best  current  estimates  of  the  optimal 
frequency  of  the  maneuvers  are 
summarized  in  Tables  III  and  IV.* 

A  health  protection  package  com- 
prises various  detection  maneuvers 
(such  as  blood  pressure  measure- 
ment and  tests  for  occult  blood  in 
the  stool)  and  interventions  (such  as 
immunization  and  counselling)  that 
should  be  performed  during  a  par- 
ticular age  span  of  a  person's  life  or, 
at  times,  by  a  particular  age.  There- 
fore, the  intervals  between  times  that 
the  packages  should  be  implemented 
vary  throughout  a  person's  life.  For 
instance,  the  intervals  are  only  a 
few  weeks  apart  in  the  first  few 
months  of  life  but  become  longer 
as  the  child  grows  older.  Even  in  a 
period  of  life  such  as  the  prenatal 
state  the  frequency  varies  consider- 
ably within  that  period.  For  the 
nonpregnant  adult  up  to  age  74 
years  we  have  arbitrarily  recom- 
mended a  5-year  interval  as  the 
average.  The  choice  is  arbitrary  be- 
cause there  is  virtually  no  evidence 
about  the  optimal  frequency  of  most 
of  the  components  of  the  packages. 
However,  studies  in  Canada  and 
elsewhere  have  indicated  that,  in  the 
average  practice,  70%  of  the  prac- 
tice population  see  their  doctor  at 
least  once  in  a  12-month  period  and 
90%  do  so  in  a  5-year  period.  For 
those  aged  75  years  or  more  the 
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increased  frequency  of  disease  and 
disability  and  the  increased  frequen- 
cy of  visits  with  health  professionals 
led  us  to  shorten  the  interval  to  2 
years.* 

We  recommend  also  that,  with 
certain  exceptions,  the  procedures 
be  carried  out  as  case  finding  rather 
than  screening  techniques;  that  is, 
they  should  be  performed  when  the 
patient  is  attending  for  unrelated 
symptoms  rather  than  for  a  specific 
preventive  purpose.  These  visits 
provide  an  excellent  opportunity  for 
the  selective  use  of  detection  man- 
euvers. The  exceptions  we  have  in 
mind  are  pregnant  women,  the  very 
young  and  the  very  old;  for  these 
groups  we  think  it  is  desirable  to 
arrange  a  schedule  of  visits  specific- 
ally for  preventive  purposes. 

As  the  tables  show,  certain  classic 
components  of  the  routine  annual 
check-up  have  been  retained  and 
others,  such  as  electrocardiography, 
abdominal  examination  and  rectal 
examination  in  the  adult,  have  been 
deleted.  Determination  of  the  serum 
triglyceride  concentration  is  not  re- 
commended, but  early  detection  of 
hypertension  is  strongly  emphasized. 
Certain  preventive  activities,  such  as 
mammography  in  screening  for  can- 
cer of  the  breast  in  women,  have 
been  recommended  in  the  context 
of  rigorous  evaluation  because  of 
the  surrounding  controversy  and  the 
potential  harm.  Counselling  as  a 
preventive  activity  when  dangerous 
risk  factors  are  found,  such  as 
smoking  and  heavy  drinking,  has 
been  included  with  cautious  op- 
timism while  we  await  evidence 
about  its  effectiveness.  We  did  not 
feel  that  counselling  about  health 
risks  was  likely  to  be  harmful  if 
done  judiciously  by  physicians  and 
other  primary  health  care  practi- 
tioners.* 

The  summary  of  health  protection 
packages  in  Table  IV  facilitates  the 
development  of  a  checklist  or  cum- 
ulative patient  profile,  to  be  kept 
in  the  practitioner's  record  and  con- 
sulted briefly  and  efficiently  each 
time  the  patient  attends  the  phy- 
sician's office  for  any  reason,  to 
help  ensure  continuity  throughout 
life  despite  moves  of  the  person  or 
family  or  the  physician.  A  cum- 
ulative patient  profile  helps  the 
practitioner  verify  that  all  the  detec- 
tion maneuvers  or  interventions  re- 
commended for  a  given  age  have 

May  1980,  NCMJ 


m 

iffltS 

:.Fo 
tfe 


i\y 


fi 


been  done,  or  at  least  have  been 
explicitly  considered  (there  may  be 
contraindications  for  certain  com- 
ponents of  the  packages  for  a  given 
patient  in  the  clinical  judgement 
of  the  physician  or  other  profes- 
sional).* 

For  some  conditions  we  were 
aware  of  the  existence  of  high-risk 
groups  among  Canadians  and  com- 
mented on  how  the  packages  might 
be  altered.  Our  recommendations 
should  not  be  interpreted  as  provid- 
ing maximum  benefit  for  the  popu- 
lation, because  we  are  concerned 
about  high-risk  groups  and.  par- 
ticularly, children  in  families  from 
economically  and  socially  disadvan- 
taged areas  and  the  elderly  in  sim- 
ilar circumstances.  These  two  sub- 
groups often  share  the  characteristic 
of  not  being  their  own  advocates  in 
matters  of  health.* 

Social  and  economic  implications 

The  health  protection  packages 
recommended  in  this  report  include 
primarily  the  measures  demon- 
strated to  reduce  the  prevalence  or 
progression  of  specific  diseases  or 
disorders.  We  have  emphasized  the 
promotion  and  protection  of  health 
in  noncomplainants.  stressing  abil- 
ities rather  than  disabilities,  and  we 
believe  that  the  procedures  we  en- 
dorse should  become  part  of  the 
primary  health  care  of  all  Cana- 
dians. We  consider  these  proposals 
to  be  practical  applications  of  stra- 
tegies already  endorsed  by  Cana- 
dian governments,  particularly  those 
set  forth  in  "A  New  Perspective  on 
the  Health  of  Canadians".  These 
proposals  do.  however,  have  im- 
portant social  and  economic  impli- 
cations that  must  be  touched  on. 
even  though  these  implications  are 
not  directly  referred  to  in  the  task 
force's  terms  of  reference.* 

In  discarding  the  annual  general 
check-up.  we  have  recommended  for 
each  age  group  preventive  and  coun- 
selling maneuvers  in  addition  to 
detection  maneuvers  to  identify  pre- 
symptomatic  disorders  or  risk  fac- 
tors that  are  health  hazards.  The 
lifetime  plan  needs  the  backing  of 
many  affected  groups  to  foster  co- 
operation and  participation  and  to 
permit  assessment  of  its  potential 
benefit.  The  public  and  the  profes- 
sions should  be  kept  well  informed 
about  any  changes,  as  our  present 


proposals  should  be  viewed  as  part 
of  a  dynamic  program  that  will 
change  with  new  knowledge.* 

The  best  place  to  offer  the  serv- 
ices recommended  in  the  plan  will 
depend  on  local  circumstances,  and 
may  include  physicians'  offices,  hos- 
pitals, ambulatory  care  settings, 
schools,  public  health  units,  occu- 
pational health  services  and  volun- 
tary programs.* 

The  public 

The  public  will  have  to  under- 
stand why  the  routine  annual  check- 
up should  be  discarded  and  why 
different  procedures  should  be  in- 
troduced for  different  age  groups.  In 
particular,  the  discontinuation  of 
certain  expected  detection  man- 
euvers, such  as  electrocardiography 
in  middle-aged  men  and  abdominal 
palpation  for  most  adults,  will  re- 
quire explanations  to  patients  that 
may  be  more  time-consuming  at 
first  than  actually  doing  the  proce- 
dure. This  information  should  be 
provided  so  as  to  enhance  public 
support  and  acceptance.  With  new 
evidence  of  the  effectiveness  of  pre- 
ventive approaches,  new  approaches 
in  health  education  that  will  convert 
information  transfer  to  changed 
public  behaviour  must  be  studied 
with  scientific  rigour.  Further,  while 
we  endorse  emphasis  on  self-help  as 
a  desirable  goal,  and  although  we 
view  its  extension  to  mutual  help 
as  a  complementary  measure,  we 
insist  on  research  that  will  show  that 
the  required  attitudinal  changes  and 
health  behaviour  in  individuals  and 
society  can  be  attained.  One  exam- 
ple of  an  important  attitudinal 
change  that  is  necessary  to  ensure 
effective  public  involvement  and 
participation  in  the  implementa- 
tion of  our  recommendations  is  the 
principle  of  stressing  abilities  rather 
than  disabilities,  as  has  been  done 
successfully  in  the  rehabilitation 
field.* 

Dissemination  of  public  informa- 
tion must  be  sustained,  programs 
must  be  introduced  to  improve  com- 
pliance with  efficacious  prevention 
and  treatment,  and  the  related 
evaluation  procedures  must  be  kept 
in  force.  At  the  same  time  we  must 
recognize  that  substantial  social  ad- 
justments take  time  and  that  obtain- 
ing the  evidence  for  the  effectiveness 
of  all  such  approaches  requires 
lengthy  and  complex  research.* 
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Providers  of  health  services 

Many  physicians  were  taught  that 
the  routine  annual  medical  check-up 
was  a  valuable  procedure;  similarly, 
mass  screening  and  batteries  of  diag- 
nostic tests  have  had  some  support. 
This  report  calls  for  a  reassessment 
of  these  views.  The  newer  concepts 
of  family  practice,  wherein  a  prac- 
titioner assumes  responsibility  for  a 
defined  population  and  conse- 
quently has  an  improved  opportuni- 
ty for  case  finding,  must  be  better 
recognized.  Age-sex  registers,  for 
instance,  can  be  the  mechanics  to 
define  those  for  whom  primary  care 
practitioners  are  responsible  and  so 
facilitate  the  changes  we  propose. 
The  medical  profession,  individually 
and  collectively,  will  have  to  be 
convinced  that  the  new  selective  ap- 
proach to  prevention  offers  advan- 
tages and  that  the  profession  must 
have  a  role  in  it.* 

Many  of  the  procedures  recom- 
mended herein  can  be  carried  out, 
at  least  in  part,  by  allied  health  per- 
sonnel. This  would  free  physicians 
for  activities  that  require  their  dis- 
tinctive competence.  A  redelineated 
role  for  allied  health  professionals 
cannot  be  developed  without  organ- 
izational changes,  which  may  take 
place  within  a  practice  or  through 
support  services  provided  by  others 
in  a  variety  of  arrangements.* 

Governiuents 

As  this  report  was  commissioned 
by  and  submitted  to  the  Conference 
of  Deputy  Ministers  of  Health  of 
Canada,  presumably  governments 
will  take  steps  to  ensure  a  positive 
response  from  the  professions.  They 
will  undoubtedly  be  asked  to  clarify 
a  number  of  issues  that  relate  to 
practice  and  the  way  it  would  be 
affected  by  the  proposals  in  the 
report.* 

Governments  at  all  levels,  and 
their  agencies,  should  take  a  de- 
finite position  on  the  philosophy, 
objectives  and  proposals  of  this 
report.  If  they  endorse  the  report, 
they  will  be  participants  in  the  im- 
plied changes  that  will  be  sponsored 
for  the  public  and  the  professions. 
They  should  be  prepared  to  place  a 
priority  on  the  program,  with  a  clear 
statement  of  public  policy.  Public 
policy  in  the  health  field  is  identified 
as  social  policy.  For  example,  cer- 
tain groups,  such  as  children  and  the 
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elderly,  cannot  exert  their  own  rights 
or  even  take  responsibility  for  self- 
help.  Governments  have  a  respon- 
sibility, and  should  be  held  account- 
able, for  certain  health  protection 
measures,  such  as  immunization  in 
children  and  the  availability  of  hous- 
ing and  food  for  persons  over  75 
years  of  age  in  accord  with  their 
functional  status.* 

Governments  are  in  the  best  posi- 
tion, after  consultation  with  the 
other  participants  (the  public  and 
the  professions),  to  initiate  and  co- 
ordinate the  dissemination  of  infor- 
mation, educational  programs  and 
the  evaluation  of  the  impact  of  these 
measures.* 

Social  costs  and  benefits 

Maneuvers  that  result  in  the  early 
detection  of  disease  generate  special 
social  costs  because  they  may  label 
individuals  as  diseased  or  at  special 
risk  months  or  years  earlier  than 
would  have  occurred  in  the  routine 
course  of  symptomatic  care.  Thus, 
the  subsequent  health  benefits  of 
early  detection  must  be  weighed 
against  the  consequences  of  such 
labelling.  In  the  case  of  symptom- 
less hypertension,  labelling  may  lead 
to  increased  absenteeism  among 
workers  and  decreased  psychosocial 
function.  Furthermore,  among 
persons  in  whom  early  detection  and 
labelling  fail  to  lead  to  better  health 
outcomes  than  those  that  would 
have  followed  the  later  detection  of 
symptomatic  disease,  the  early  de- 
tection —  in  terms  of  social  costs 
and  benefits  —  would  have  pro- 
duced more  harm  than  good.* 

The  task  force  did  not  deal 
directly  with  monetary  issues. 
However,  the  approach  and  recom- 
mendations do  have  monetary  im- 
plications. First,  we  focused  on 
the  important  conditions  for  which 
effective  treatment  is  likely  to  yield 
the  most  substantial  cost  benefits. 
Second,  we  sought  to  include  mainly 
the  conditions  for  which  treatment 
is  available  and  is  effective  in  im- 
proving the  quality  of  life  and 
lessening  the  burden  of  disease. 
These  conditions  require  treatment 
that  is  reflected  in  present  health 
care  costs.  Third,  we  recommended 
restricting  the  periodic  health  exa- 
mination to  selected  conditions  in 
order  to  encourage  a  better  and 
more  productive  use  of  health  re- 
sources.* 


Payments  to  health  personnel 

The  adoption  of  the  proposals  in 
this  report  will  affect  payments  to 
health  personnel,  particularly  phy- 
sicians who  are  remunerated 
through  fees  for  service.* 

If  the  selective  approach  is 
adopted  and  the  health  protection 
packages  are  accepted,  payments  for 
assessment  of  asymptomatic,  osten- 
sibly healthy  persons  might  be  lim- 
ited to  the  circumstances  outlined 
in  the  report.  While  the  proportion 
of  the  examinations  now  listed  as 
"complete  physicals"  or  "general 
assessments"  that  would  fit  into  this 
category  is  not  known  (and  cannot 
be  extracted  from  current  records), 
it  is  believed  to  be  quite  large.  It  is 
reasonable  to  expect  that  paying 
agencies  would  take  steps  to  identi- 
fy examinations  in  this  category  and 
to  define  criteria  that  would  limit 
payment  to  the  procedures  recom- 
mended in  this  report.* 

We  emphasize,  however,  that 
many  of  our  recommendations  re- 
garding content  and  frequency  of 
periodic  health  examinations  are 
necessarily  rather  arbitrary.  When 
scientifically  acceptable  data  did  not 
exist,  we  based  our  recommenda- 
tions on  common  sense  and  current- 
ly accepted  practices.* 

Because  certain  groups  and  in- 
dividuals are  at  high  risk  for  some 
conditions,  health  insurance  pro- 
grams should  continue  to  recognize 
the  circumstances  of  such  persons. 
It  will  be  important  to  ensure  that 
the  families  that  have  the  greatest 
need  for  preventive  intervention  — 
the  poor  and  the  disadvantaged, 
many  of  whom  may  require  much 
more  frequent  visits  for  preventive 
care  than  our  schedule  recommends 
for  the  "average"  individual  or  fam- 
ily —  continue  to  receive  benefits.* 

Moreover,  when  there  is  any 
doubt  about  the  harm  done  by  with- 
drawing payment  for  doing  proce- 
dures under  review  (such  as  mam- 
mography), access  to  such  services 
should  not  be  prematurely  barred.* 

Under  the  present  methods  of 
payment,  practitioners  may  be 
penalized  for  emphasizing  preven 
tion  and  health  maintenance,  and 
for  employing  allied  health  person- 
nel to  collaborate  in  providing  these 
services.  It  is  important  to  ensure 
that  this  situation  be  reversed.  Coun- 
selling is  proposed  as  the  maneuver 
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in  some  conditions,  and  there  is 
only  limited  provision  in  physician 
payment  schedules  for  this  purpose. 
However,  many  of  the  recom- 
mended interventions  based  on  pre- 
vention and  counselling  lend  them- 
selves poorly  to  payment  on  an 
item-by-item  basis,  and  hourly  rates 
should  replace  fees  for  service  in 
these  cases.* 

The  proposals  in  this  report  deal 
with  conditions  that  represent  a 
heavy  disease  burden,  and  the  intent 
is  to  diminish  this  burden  by  using 
current  knowledge  to  identify  effect- 
ive methods  of  prevention  and  ear- 
lier cure.  While  the  degree  of  bene- 
fit may  be  uncertain,  there  is  a 
substantial  potential  for  lowering 
the  costs  of  health  care.* 

Prevention,  or  earlier  identifica- 
tion of  treatable  conditions,  will  re- 
duce costs  to  the  degree  that  early 
treatment  is  carried  out  with  a 
decreased  requirement  for  institu- 
tional beds  and  highly  trained  per- 
sonnel. Benefits  will  only  occur  if 
resources  are  adjusted  to  reflect  this 
improved  state.  If  the  numbers  and 
types  of  beds  presently  in  the  health 
care  system  are  retained,  and  if  the 
present  numbers  and  types  of  per- 
sonnel continue  in  the  system,  ex- 
penditures will  not  be  reduced.  The 
attainment  of  a  more  favourable 
relationship  between  social  cost  and 
social  benefit  can  only  occur  with 
judicious  trimming  of  resources.* 

A  realistic  expectation,  based  on 
straightforward  assumptions,  is  that 
the  selective  approach  to  periodic 
health  examinations  can  reduce  the 
amount  spent  annually  for  complete 
physical  examinations  in  Canada, 
even  with  the  addition  of  realistic 
ftjti  fees  and  salaries  for  preventive  ac- 
tivities and  counselline.* 
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Thrust  (investment)  funds 
ami  incentives 


This  report  calls  for  a  program 
that  will  take  time  to  mature  and 
that  offers  long-range  benefits  rather 
than  fast  results.  It  requires  an  in- 
itial investment  of  funds  to  improve 
the  quality  of  life  and  the  health 
status  of  Canadians.  These  thrust 
(investment)  funds  should  be  separ- 
ate from  current  operating  costs, 
otherwise  collaboration  of  those 
depending  on  operating  budgets  will 
be  reluctantly  given.  Complex  and 
continuing  arrangements  are  needed 

Jay  1980.  NCMJ 


to  implement  this  report.  Lack  of 
support  could  seriously  prejudice 
any  possible  success.* 

Incentives  are  needed  to  en- 
courage increased  emphasis  on  pre- 
vention and  health  protection.  To 
pursue  a  specific  example  consi- 
dered earlier,  governments  should 
help  define  the  patient  populations 
of  each  primary  care  practitioner  so 
that  follow-up  and  surveillance  can 
be  changed  from  an  overhead 
burden  to  a  source  of  monetary  and 
nonmonetary  reward.  In  particular, 
those  willing  to  concentrate  on  help- 
ing the  socially  and  economically 
disadvantaged  should  be  encouraged 
in  every  possible  way  through  in- 
centives. A  similar  investment  of 
thrust  funds  should  be  identified 
with  the  research  program.* 

Recommendations  of  the  task  force 

The  task  force's  careful  survey 
of  the  subject  of  the  periodic  health 
examination  led  to  specific  recom- 
mendations. We  present  six  that  we 
consider  feasible. 

1.  The  routine  annual  physical 
examination  should  be  discarded  in 
favour  of  a  selective  plan  of  health 
protection  packages  appropriate  to 
the  various  health  needs  at  the  dif- 
ferent stages  of  human  life.  Our 
proposals  for  the  content  and  tim- 
ing of  these  packages  are  based  on 
evaluation  of  the  best  available 
scientific  evidence  and  take  into 
account  practical  considerations  of 
implementation.  For  the  prenatal, 
childhood  and  advanced  age  phases 
a  specific  age-related  schedule  is 
proposed;  for  the  other  age  groups 
we  recommend  that  the  packages  be 
offered  in  conjunction  with  occa- 
sions when  the  individual  seeks  med- 
ical care. 

2.  The  various  age-  and  sex-spe- 
cific health  protection  packages 
proposed  in  this  report  are  based  on 
current  (1979)  knowledge  and 
should  be  reviewed  frequently  and 
revised  on  the  basis  of  new  knowl- 
edge about  current  preventable 
problems. 

3.  The  health  protection  pack- 
ages should  be  reviewed  by  a  per- 
manent consulting  group  responsible 
to  the  Conference  of  Deputy  Minis- 
ters of  Health.  The  majority  of  the 
members  of  the  group  should  be 
clinicians  and  scientists,  with  sup- 
port of  those  experienced  in  health 


care  policy  design.  The  professionals 
responsible  for  implementing  the 
plan  under  continual  review  should 
report  annually  to  the  Conference  of 
Deputy  Ministers  of  Health  and 
their  reports  should  be  made  public. 

4.  The  provinces  should  review 
their  health  insurance  plans,  and 
possibly  other  payment  arrange- 
ments, and  introduce  incentives 
designed  to  develop  the  selective 
approach  to  preventive  medicine. 
The  incentives  should  encourage 
primary  care  practices  to  participate 
and  should  provide  fair  remunera- 
tion for  the  interventions  proposed 
in  the  health  protection  packages. 

5.  The  provinces  and  the  federal 
government  should  commission 
research  that  will  help  close  many 
of  the  larger  gaps  in  current  knowl- 
edge identified  by  the  task  force. 
The  priorities  for  research  should  be 
established  by  the  permanent  con- 
sulting group  on  the  periodic  health 
examination  to  provide  focus  and 
to  make  best  use  of  the  scarce 
research  resources  in  this  field.  Both 
programs  and  projects  should  be 
supported  to  ensure  continuity  of 
research  on  prevention,  which  fre- 
quently requires  lengthy  studies  to 
ascertain  outcome. 

6.  The  lifetime  plan  should  be 
supported  as  a  realistic,  integrated 
strategy.  The  selective  approach  was 
developed  as  a  lifetime  plan  in- 
tended to  improve  or  protect  health 
at  all  ages.  Such  an  approach,  how- 
ever, does  not  imply  that  specific 
procedures,  if  they  can  be  applied 
or  rejected,  will  necessarily  jeopar- 
dize the  value  or  feasibility  of  the 
entire  lifetime  plan. 

Implementation  of 
recommendations 

Despite  our  clear  awareness  of 
the  importance  of  the  six  recom- 
mendations, our  terms  of  reference 
did  not  clearly  include  the  need  to 
develop  a  strategy  for  implementa- 
tion. We  believe,  however,  that  it  is 
important  to  bring  some  important 
issues  about  implementation  to  the 
attention  of  those  charged  with  the 
responsibility. 

While  we  recognize  that  imple- 
menting the  proposals  contained  in 
this  report  would  rest  with  the  prov- 
inces, we  urge  a  compatible,  nation- 
wide approach  so  that  people  mov- 
ing from  one  part  of  the  country 
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to  another  could  continue  to  par- 
ticipate in  the  lifetime  health  plan. 
The  active  support  and  participa- 
tion of  the  medical  profession  — 
and  other  professions  and  sectors, 
such  as  nursing  and  dentistry  —  are 
essential  to  success.  This  support 
should  include  the  backing  of  na- 
tional and  provincial  associations 
and  licensing  bodies. 

The  concept  of  health  mainte- 
nance over  a  person's  entire  life- 
time is  important,  and  steps  should 
be  taken  to  develop  a  record  con- 
taining a  cumulative  patient  health 
protection  profile  that  would  move 
with  the  patient  from  practice  to 
practice.  Such  records  should  be 
created  by  the  professional  associa- 
tions whose  members  are  involved 
in  implementing  the  proposals. 
Governments  should  participate  to 
ensure  subsequent  support  for  par- 
ticipating practices. 

It  will  be  important  to  identify 
cooperating  practices  and  to  recog- 
nize the  participation  of  practition- 
ers in  the  program  in  a  tangible 
way.  Monetary  incentives  should 
relate  to  the  practice  (to  cover  over- 
head and  internal  costs  and  con- 
sultation) and  the  execution  of  the 
proposals  in  the  packages.  For 
instance,  incentives  to  encourage 
the  introduction  of  age-sex  registers 
(manual  or  computerized)  for  in- 
terested practices  should  be  con- 
sidered if  an  evaluation  of  the  cost- 
effectiveness  of  such  methods 
demonstrates  clear  advantages  to 
professionals  and  to  the  public. 
With  respect  to  the  task  force's  def- 
inition of  the  packages,  health  care 
professionals  should  recognize  that 
the  task  force  has  had  no  intention 
of  impeding  the  provision  of  addi- 
tional services  if  the  physician  con- 
siders this  necessary  for  individuals 
or  groups  at  high  risk.  These  excep- 
tional circumstances,  if  they  are 
reasonable,  should  be  recognized  in 
the  incentives  program.  Incentives 
will  also  encourage  the  use  of  an- 
cillary personnel. 

A  program  for  dissemination  of 
information  about  the  selective  ap- 
proach should  have  continuity  and 
not  be  a  "one-shot"  effort.  Such  a 
program,  designed  to  inform  the 
public,  the  providers  and  govern- 
ments, should  be  an  important  part 
of  the  implementation. 

As  the  success  of  the  program 
depends    on    public    understanding 
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and  support,  on  professional  accept- 
ance and  participation,  and  on  gov- 
ernment initiatives  and  support, 
methods  should  be  developed  in 
each  province  to  ensure  continuing 
and  effective  participation  by  repre- 
sentatives of  the  public,  the  health 
service  professions  and  government 
authorities. 

While  it  was  encouraging  to  be 
able  to  extract,  through  literature 
review  and  consultation  with  ex- 
perts, sufficient  information  on 
which  to  base  a  practical  program, 
many  circumstances  require  further 
study.  It  is  important  to  accord 
research  programs  high  priority,  and 
continuing  effort  is  needed  to 
shorten  the  lag  time  in  implement- 
ing results.  Such  a  sustained  re- 
search effort  should  be  a  prominent 
part  of  the  implementation  process. 

Finally,  this  report  is  limited  to 
periodic  health  examinations  as  a 
selective  approach  to  preventive 
medicine  that  is  provided  to  individ- 
uals through  personal  health  service. 
A  similar  approach  is  needed  for 
environmental  and  occupational 
health  and  for  preventive  measures 
aimed  at  improving  community 
health. 

There  will  inevitably  be  disagree- 
ment about  what  we  have  included 
in  and  excluded  from  the  packages. 
We  expect  vigorous  debate  and  we 
hope  that  these  exchanges,  together 
with  new  research,  will  help  those 
responsible  for  keeping  the  guide- 
lines under  continuing  review. 

Research  priorities 

The  paucity  of  class  A  and  E  re- 
commendations in  the  report  in- 
dicates the  lack  of  strong  experi- 
mental evidence  for  or  against  most 
of  the  measures  that  we  have  con- 
sidered. Most  of  our  recommenda- 
tions have  been  of  class  C  and  have 
been  based  on  grade  III  evidence 
(professional  consensus  or  the 
opinion  of  experts).  Even  evidence 
from  cohort  studies  and  case- 
control  studies  was  infrequently 
found,  and  many  of  the  reports  con- 
cerned uncontrolled  series  and  at 
times  were  just  case  reports.  Opi- 
nion or  evidence  from  nonexperi- 
mental  studies  is  a  much  less  satis- 
factory basis  for  recommendations. 

Certain  problems  with  interpreta- 
tion of  evidence  are  obvious.  First, 
volunteers  for  early  detection  pro- 


grams are  often  destined  for  favour- 
able outcomes  even  before  they 
participate.  Second,  the  apparent 
prolongation  of  life  from  early  de- 
tection may  indicate  only  that  the 
presence  of  a  particular  disease  is 
known  for  a  longer  period  than 
when  the  disease  is  identified  in  a 
symptomatic  individual.  Third,  the 
periodic  health  examination  is  more 
likely  to  detect  slowly  progressive 
conditions  than  rapidly  progressive 
ones.  Persons  whose  conditions  are 
detected  in  this  way  will,  therefore, 
survive  longer  than  those  whose 
conditions  are  detected  after  symp- 
tomatic presentation,  even  if  the 
treatment  they  receive  is  not  effica- 
cious. 

Research  deserves  priority  in 
seven  areas: 

•  Efficacy.  This  area  is  re- 
flected in  the  question:  Does  early 
detection  of  the  disease  or  risk  fac- 
tor lead  to  a  better  outcome  among 
those  who  follow  the  subsequent 
health  advice? 

•  Effectiveness.  The  relevant 
question  is:  Does  early  detection  of 
a  condition  or  risk  factor  benefit 
those  to  whom  it  is  offered! 

•  Efficiency.  The  relevant  ques- 
tion is:  Is  the  effective  maneuver 
being  made  available  to  those  who 
could  benefit  from  it  with  optimal 
use  of  resources? 

•  Frequency  of  performance  of 
detection  maneuvers.  If  today's  de- 
tection test  for  curable  cancer  gives 
a  negative  result,  how  soon  should 
the  test  be  repeated?  We  need  to 
learn  much  more  about  the  elements 
of  this  decision  (incidence  of  disease 
in  the  interval  between  attempts  at 
case  finding,  cost,  yield  etc.)  as  well' 
as  the  natural  history  of  each  of  the 
pertinent  disorders.  Furthermore, 
we  must  recognize  that  the  appro- 
priate intervals  between  detection 
attempts  may  differ  widely  from 
disorder  to  disorder  and  that  this 
may  affect  the  further  evolution  of 
the  health  protection  packages.  ; 

•  Effectiveness  of  health  promo-'^\ 
tion,     education     and    counselling!' ^^ 
The     recommendations     we     have 
made  on  health  promotion,  educa^i 
tion    and    health    counselling    were 
made   with   prudence  and   cautious  W 
optimism.    Interventions    aimed    al 
altering   unhealthy   states   of  beha- 
viours such  as  smoking  or  the  fail-    J 
ure  to  use  seatbelts  have  been  evalu^ 
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atcd  insufficiently,  and  most  of  the 
research  lacks  rigour.  Since  the  tar- 
gets for  health  education  and  coun- 
selling are  so  important  as  deter- 
minants of  disability,  ill  health  and 
untimely  death,  evaluation  of  their 
effectiveness  deserves  the  utmost  in 
attainable  rigour. 

•  Effects  of  labelling  people 
uitli  disease  rubrics.  Labelling  per- 
sons with  a  diagnosis  either  prema- 
turely or  inappropriately  affects 
some  people  unfa\ourably.  Also,  it 
is  suggested  without  firm  evidence 
that  the  families  of  labelled  in- 
dividuals, particularly  the  labelled 
person's  children,  often  suffer  the 
effects  of  labelling.  We  neither  know 
enough  about  such  effects  nor  have 
given  sufficient  attention  to  an 
assessment  of  the  benefits  and 
disadvantages  of  identifying  persons 
with  a  given  disease  presymptoma- 
tically.  We  also  know  little  about 
the  risks  of  mislabelling  through 
"false-positive"  results,   particularly 


when  the  specificity  of  the  detection 
maneuver  is  low. 

•  Performance  characteristics  of 
detection  maneuvers.  Whether  it  is 
an  enquiry,  an  examination  proce- 
dure, a  complete  "work-up",  or  a 
specific  test  or  a  system,  such  as 
multiphasic  screening,  it  is  clear  that 
we  need  to  know  much  more  about 
the  sensitivity,  specificity,  predictive 
value,  acceptance  and  cost  of  detec- 
tion maneuvers.  It  is  also  important 
to  assess  carefully  the  extent  to 
which  one  detection  maneuver  can 
be  substituted  for  another,  especially 
when  pertinent  technologic  proce- 
dures are  rapidly  being  developed. 
Even  in  dentistry,  which  tradition- 
ally and  appropriately  has  empha- 
sized prevention  and  oral  health 
maintenance,  the  scientific  evidence 
justifying  the  recommendations  to 
include  dental  care  in  the  health 
protection  packages  is  slender 
except  in  regard  to  the  topical  ad- 
ministration   of    fluoride.    As    was 


true  for  the  medical  conditions,  we 
could  find  no  satisfactory  evidence 
about  the  optimal  frequency  of  the 
various  interventions,  yet  intensive 
school  and  public  health  educational 
programs  proclaim  the  desirability 
of  yearly  or  6-nionthly  visits  to  the 
dentist  or  to  dental  allied  health 
professionals.  We  were  encouraged 
by  the  extent  to  which  the  experts 
who  advised  us  on  preventive  dental 
practice  agreed  that  there  is  a  great 
need  for  research  in  this  area. 

Successful  research  on  the  pe- 
riodic health  examination  must  take 
account  of  five  prerequisites:  (a) 
the  availability  of  well  trained  per- 
sonnel; (b)  the  adequacy  of  research 
funds;  (c)  the  availability  of  stand- 
ard measures  of  health  status  and 
health  utility;  (d)  the  continuation 
of  growth  in  our  knowledge  of 
human  biology  and  the  natural  his- 
tory of  disease;  and  (e)  a  continuing 
overall  assessment  of  the  state  of 
knowledge  of  preventive  medicine. 


ml 


Table  I — Definitions  of  terms 


Beneficial  maneuver:  an  intervention  from  which  more 
good  than  harm  accrues  in  its  application. 

Case  finding:  detection  of  disease  by  means  of  tests 
or  procedures  that  are  undertaken  by  health  workers 
on  patients  who  are  consulting  for  unrelated  symp- 
toms. (This  means  that  the  "case  finder"  is  responsible 
for  the  investigation  and  follow-up  of  high-risk  per- 
sons identified  in  this  way.) 

Early  detection:  identification  of  a  disorder  before 
symptoms  or  signs  become  apparent  to  the  individual 
or  the  family. 

Effectiveness:  the  attribute  of  an  intervention  or 
maneuver  that  results  in  more  good  than  harm  to 
those  to  whom  it  is  offered. 

Efficacy:  the  attribute  of  an  intervention  or  maneuver 
that  results  in  more  good  than  harm  to  those  who 
accept  and  comply  with  the  intervention  and  sub- 
sequent treatment. 

Efficiency:  the  attribute  of  an  effective  intervention  or 
maneuver  when  It  is  made  available  to  those  who 
can  benefit  from  it  with  optimal  use  of  resources. 

Groups  at  high  risk  for  preventable  conditions,  states 
and  behaviours:  groups  in  which  the  frequency  of 
such  conditions  can  be  demonstrated  to  be  higher 
than  in  the  general  population. 

Health  protection  packages:  sets  of  procedures  that  are 
particularly  applicable  to  the  periodic  health  examin- 
ation at  certain  ages  and  in  certain  "at-risk"  groups. 

Healthy/ unhealthy  states  and  behaviours:  states  and 
behaviours  in  which  there  is  a  relatively  low/ high 
probability  of  development  of  a  killing  or  disabling 
condition. 

Killing  or  disabling  conditions:  diseases  or  disorders 
that  cause  untimely  death  or  severe  permanent 
disability. 

Mandatory  checkpoints:  stages  of  life  at  which  a 
health   examination   is   recommended   for   the   whole 


or  part  of  the  population  (e.g.,  birth,  school  entry 
and  retirement). 

Noncomplainant:  an  individual  who  undergoes  a  health 
examination  without  having  specific  complaints  or 
concerns  about  his  or  her  health. 

Periodic  health  examination:  a  group  of  tasks  designed 
either  to  determine  the  risk  of  subsequent  disease  or 
to  identify  disease  in  its  early,  symptomless  state. 
Simple  interventions,  such  as  injections,  and  re- 
commendations for  the  prevention  of  disease  or  the 
maintenance  of  health,  are  covered  by  the  definition. 

Preventable  condition,  state  or  behaviour:  a  condition 
that  has  been  demonstrated  by  well  designed  clinical 
investigations  to  be  either  completely  preventable  or 
detectable  at  a  stage  when  its  progress  or  the  impact 
of  its  consequences  can  be  favourably  affected  by 
treatment. 

Prevention:  any  intervention  that  reduces  the  likelihood 
that  a  disease  or  disorder  will  affect  an  individual  or 
that  interrupts  or  slows  the  progress  of  the  disorder. 
Primary  prevention  reduces  the  likelihood  of  a  di- 
sease or  disorder  developing  in  a  person.  Secondary 
prevention  interrupts  or  minimizes  the  progress  of 
a  disease  or  irreversible  damage  from  a  disease  by 
early  detection  and  treatment.  Tertiary  prevention 
slows  the  progress  of  the  disease  and  reduces  the 
resultant  disability  through  treatment  of  established 
disease. 

Providers:  physicians  and  other  health  workers  or  a 
health  provision  system  (such  as  an  industrial  health 
clinic)  that,  as  individuals  or  groups,  provide  the 
health  examinations  considered  in  this  report. 

Screening  procedures:  procedures  by  which  unselected 
populations  are  classified  into  two  groups  —  one 
with  a  high  probability  of  being  affected  by  killing 
or  disabling  conditions,  the  other  with  a  low  prob- 
ability. 
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Table  IIA — Alphabetical  listing  of  conditions  reviewed  by  the  task  force 


Accidents    (other    than    motor    ve- 
hicle accidents) 
Acute   gastroenteritis   of   childhood 

Alcohol  consumption 
Alpha-l-antitrypsin    deficiency 
Ankylosing  spondylitis 
Bacteriuria  in  pregnancy 
Blood     group     incompatibility     in 

pregnancy 
Cancer  of  the  bladder 
Cancer  of  the  breast 
Cancer  of  the  cervix 
Cancer   of   the    colon    and    rectum 

Cancer  of  the   lung   (bronchogenic 

carcinoma) 
Cancer  of  the  oral  cavity 
Cancer  of  the  prostate 
Cancer  of  the  skin 
Cancer  of  the  stomach 
Chlamydial  genital  infection 
Cholelithiasis 
Chronic  bronchitis 
Congenital   dislocation   of  the   hip 

Congenital  syphilis 

Consequences  in  children  of  par- 
ents with  alcoholism 

Cystic  fibrosis 

Dental  caries 

Diabetes  mellitus  in  the  nonpreg- 
nant adult 

Down's    syndrome 

Duchenne  muscular  dystrophy 


Family  dysfunction  and  marital 
and  sexual  problems 

Gonorrhea 

Hearing  impairment 

Hemolytic  streptococcal  infection 
resulting  in  acute  glomerulone- 
phritis or  acute  rheumatic  fever 

Hemorrhagic  disease  of  the  new- 
born 

Herpesvirus  type  2  and  cytome- 
galovirus infection 

Hodgkin's  disease 

Hyperactivity  and  learning  disabil- 
ity 

Hyperlipidemia 

Hypertension 

Hyperthyroidism 

Hypothyroidism 

Inimunizable  conditions  related  to 
international  travel  (smallpox, 
cholera,  yellow  fever,  typhus, 
plague,    typhoid    and    hepatitis) 

Immunizable      infectious      diseases 

Interventricular    septal    defect 

Iron-deficiency  anemia 

Low  birth  weight 

Malnutrition 

Menopause 

Motor  vehicle  accidents 

Neonatal  hypothyroidism 

Neural  tube  defect 

Obesity  in  childhood 


Ophthalmia  neonatorum  (gonococ- 
cal) 

Orthodontic  conditions 

Other  immunizable  conditions 

Parasitic  diseases,  excluding  toxo- 
plasmosis 

Parenting  problems,  including  child 
abuse  and  neglect 

Periodontal  disease 

Peptic   ulcer 

Phenylketonuria 

Postnatal  asphyxia 

Preterm   labour 

Primary   open-angle  glaucoma 

Problems  of  physical  growth  (hor- 
monal) 

Progressive  incapacity  with  ageing 

Psychiatric  disorders  (affective  dis- 
orders and  suicide) 
Recurrent      spontaneous      abortion 

Refractive  defects 

Retirement  distress 

Rheumatoid   arthritis 

Scoliosis 

Smoking 

Strabismus 

Syphilis 

Tay-Sachs  disease 

Thalassemia 

Toxoplasmosis 

Tuberculosis 

Urinary  tract  infection 

Unwanted  teenage  pregnancy 
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Table  IV — Visual  displays  of  health  protection  packages 
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Evaluating  the  Elderly  Patient 


John  W.  Denham,  M.D. 


ABSTRACT     Standard     clinical 
strategies  rarely  apply  to  geriatric"" 
patients.  Five  areas  in  which  diag- 
nostic errors  are  likely  to  occur  are 
identified. 

IN  order  to  avoid  errors  in  clinical 
judgment,  physicians  must  rec- 
ognize that  geriatric  patients  are 
clinically  imique  and  that  standard 
clinical  strategies  do  not  apply.  This 
paper  identifies  five  sources  of  error 
in  dealing  with  geriatric  patients. 

ALTERED  CLINICAL  NORMS 

What  is  normal  for  one  age  can  be 
abnormal  for  another.  The  absence 
in  an  elderly  patient  of  characteris- 
tics normal  in  younger  people  does 
not  indicate  disease.  This  is  obvious 
where  outward  appearances  and 
day-to-day  functional  capacities  are 
concerned.  A  75-year-old  is  not  ad- 
judged ill  because  his  skin  is  not  that 
of  a  45-year-old,  or  because  his 
game  of  tennis  is  not  as  vigorous. 
But  such  differences  are  not  as  ob- 
vious when  internal  clinical  char- 
acteristics are  considered.  Normal 
laboratory  values  change:  in  par- 
ticular, responses  to  stress  testing 
are  altered  in  the  elderly  because 
functional  reserve  of  body  systems 
decreases  with  age.  For  example, 
between  the  third  and  eighth  decade 
there  is  a  30  mg/dl  change  in  re- 
sponse to  the  oral  glucose  tolerance 
test.  To  apply  third  decade  norms  to 
an  eighth  decade  population  would 
result  in  70%  being  classified  as 
diabetic' 

The  misapplication  of  norms 
plays  havoc  with  the  diagnostic 
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specificity  of  laboratory  data.  In- 
creases in  false  positive  results  blur 
the  distinction  between  disease  and 
aging  and  lead  to  an  insidious  ten- 
dency to  classify  these  pseudoab- 
normalities  as  the  results  of  aging. 
Since  aging  progresses  inexorably, 
an  attitude  of  resignation  may  fol- 
low. On  the  other  hand,  a  minority 
of  compulsive  physicians  will  give 
detailed  attention  to  the  many  posi- 
tive results,  not  realizing  they  are 
dealing  with  false  positives.  Need- 
less patient  discomfort,  the  waste  of 
diagnostic  resources  and  inappro- 
priate treatment  result. 

ALTERED  DISEASE  PATTERNS 

Illness  manifests  itself  differently 
in  the  elderly.  Many  responses  of  a 
young  person's  body  to  injury  and 
insult  are  attenuated  or  absent  in  the 
elderly  patient.  These  responses  are 
therefore  less  reliable  as  indicators 
of  disease.  Failure  to  recognize  this 
results  in  misinterpretation  of  data 
and  the  erroneous  exclusion  of  cer- 
tain diseases.  For  example,  with  the 
elderly  one  cannot  rule  out  acute 
appendicitis  because  of  a  normal 
white  count,  acute  myocardial  in- 
farction because  of  an  absence  of 
chest  pain,  or  pneumonia  because 
of  a  normal  temperature.  Likewise, 
the  pattern  of  a  disease  may  be  so 
different  from  the  textbook  de- 
scription that  it  may  fail  to  be  con- 
sidered in  differential  diagnosis. 
The  most  cited  example  is  hyper- 
thyroidism, where  the  usual  signs  — 
increased  appetite,  weight  loss, 
tremor,  moist  skin  and  super- 
charged emotional  state  —  may  all 
be  absent.  The  patient  instead  may 
present  with  a  flat,  apathetic  affect, 
and  atrial  fibrillation  and/or  con- 
gestive heart  failure.  Examination 


of  the  thyroid  may  reveal  a  normal 
sized  gland  with  a  single  small 
nodule. 

A  number  of  diseases  in  the  geri- 
atric population  present  with  confu- 
sion or  dementia.  Pneumonia,  heart 
failure,  myocardial  infarction, 
minor  strokes,  renal  failure,  dehy- 
dration and  malignancy  are  just  a 
few  examples.  Indeed,  a  change  in 
mental  status  is  the  most  common 
presenting  symptom  in  geriatric 
practices  seeing  patients  directly 
from  the  community. - 

ALTERED  RELATIVE 
FREQUENCY  OF  DISEASES 

The  relative  frequency  of  dis- 
eases shifts  with  increasing  age. 
Some  diseases  in  the  elderly  are 
virtually  unknown  in  younger  peo- 
ple and  vice  versa.  Incidence  rates 
describe  the  diseases  that  should 
appear  in  a  differential  diagnosis  as 
well  as  their  relative  likelihood  and 
relative  likelihood  should  determine 
the  sequence  of  diagnostic  testing. 
Common  diseases  are  sought  first. 
For  example,  tempoial  arteritis  as  a 
diagnostic  possibility  for  headache 
or  superior  mesenteric  artery  insuf- 
ficiency as  a  possibility  for  abdomi- 
nal pain  are  much  higher  on  the  dif- 
ferential list  in  an  elderly  patient 
than  they  would  be  in  younger  pa- 
tients. Thus,  the  whole  complexion 
of  differential  diagnosis  differs  in 
geriatric  medicine. 

INCREASING  LIKELIHOOD  OF 
CONCOMITANT  DISEASES  OR 
OCKHAM'S  RAZOR  ISN'T 
ALWAYS  SHARP 

A  useful  assumption  in  diagnosis 
is  the  logical  dictum  known  as  Ock- 
ham's  razor,  which  states  that  the 
more  complicated  a  hypothesis,  the 
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less  likely  it  is.  In  diagnostic  terms, 
confirmation  of  one  diagnosis  is 
usually  sufficient.  .After  a  disease 
has  been  established  by  a  patho- 
gnomonic finding  or  constellation  of 
findings,  the  physician  usually  stops 
looking.  He  need  not  rule  out  other 
diseases  in  the  differential  diag- 
nosis. For  instance,  if  a  patient  has 
exudative  pharyngitis  and  a  culture 
shows  group  A  beta  hemolytic 
streptococcus,  the  physician  would 
not  ordinarily  test  for  infectious 
mononucleosis. 

When  diseases  are  not  causally 
related,  the  likelihood  of  their  joint 
occurrence  equals  the  product  of 
their  separate  incidence  rates.  In 
much  of  medicine  this  product  is  so 
small  that  Ockham's  razor  can  be 
safely  applied.  For  instance,  sup- 
pose that  the  incidence  of  disease  X 
is  1  per  1,000  population  per  year 
and  the  incidence  of  disease  Y  is  I 
per  10,000  population  per  year.  If 
these  two  diseases  are  not  causally 
related,  the  likelihood  of  their  joint 
occurrence  would  equal  I  per  10 
million  population  per  year.  How- 
ever, in  the  elderly  population, 
where  the  incidence  of  disease  is 
greater,  the  likelihood  of  two  or 
more  concomitant  diseases  is  also 
greater,  and  the  use  of  Ockham's 


razor  is  risky.  After  establishing  one 
diagnosis  in  an  elderly  patient,  the 
physician  may  still  not  have  deter- 
mined the  disease  causing  prob- 
lems. 

ALTERED  PROGNOSTIC  RULES 

Prognosis  is  the  other  major  arm 
of  patient  evaluation.  It  is  obvious 
that  outlook  is  more  guarded  in 
geriatric  medicine.  Preliminary 
prognosis  usually  begins  before  a 
final  diagnosis.  On  the  basis  of  the 
severity  of  certain  signs  and  the 
speed  of  their  progression  the  phy- 
sician assesses  the  seriousness  of 
the  illness  and  the  need  for  rapid 
evaluation  or  for  intervention  be- 
fore making  a  firm  diagnosis.  But 
many  of  the  body's  responses  to 
disease  are  attenuated  in  an  elderly 
patient.  Unless  this  is  considered,  a 
physician  may  pursue  a  deliberate 
workup  while  the  illness  runs  a 
devastating  course. 

In  an  elderly  patient,  response  to 
treatment  is  slower  and  often  in- 
complete. The  prognostic  norms  for 
response  to  therapy  in  a  young 
population  cannot  be  applied  in 
geriatrics.  A  young  patient  who  fails 
to  respond  by  a  certain  time  may 
require  a  vigorous  reevaluation  or  a 
change  in  therapy.  Geriatric  medi- 


cine, howe~ver,  requires  more  pa- 
tience in  following  response  to 
therapy. 

Finally,  the  geriatric  patient  has  a 
limited  life  expectancy  regardless  of 
his  particular  illness.  Prognosis  for 
longevity  has  a  meaning  different 
from  that  in  younger  patients.  In 
many  cases  this  fact  tempers 
therapeutic  vigor  and  directs  it  more 
toward  comfort  than  cure. 


CLINICAL  JUDGMENT  AND 
THE  CLINICAL  CONTINUUM 

Adult  medicine  shades  gradually 
into  geriatric  medicine,  as  pediat- 
rics fades  into  adult  medicine. 
There  is  no  abrupt  shift  in  clinical 
norms  and  disease  patterns  at  age 
65.  Nevertheless,  physicians  must 
draw  some  rather  arbitrary  lines  for 
the  deductive  categories  used  in 
diagnosing  and  prognosing.  A  large 
part  of  the  art  of  medicine  is  aware- 
ness of  the  arbitrary  nature  of  these 
lines  and  avoidance  of  categories 
too  rigidly  defined. 
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For  at  first  (saith  he)  it  was  both  free  and  usual  to  wear  Rings  on  either  Hand;  but  after  that  luxury 
encreased,  when  pretious  gems  and  rich  insculptures  were  added,  the  custom  of  wearing  them  on  the 
right  Hand  was  translated  unto  the  left;  for  that  Hand  being  less  imployed,  thereby  they  were  best 
preserved.  And  for  the  same  reason  they  placed  them  on  this  Finger;  for  the  Thumb  was  too  active  a 
Finger,  and  is  commonly  imployed  with  either  of  the  rest;  the  Index  or  fore-Finger  was  too  naked 
whereto  to  commit  their  pretiosities,  and  hath  the  tuition  of  the  Thumb  scarce  unto  the  second  joint:  the 
middle  and  little  Finger  they  rejected  as  extreams,  and  too  big  or  too  little  for  their  Rings,  and  of  all  chose 
out  the  fourth,  as  being  least  used  of  any ,  as  being  guarded  on  either  side,  and  having  in  most  this  peculiar 
condition,  that  it  cannot  be  extended  alone  and  by  it  self,  but  will  be  accompanied  by  some  Finger  on 
either  side.  —  Sir  Thomas  Browne,  Pseudodo.xia  Epidemica. 
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THE  CANADIAN  APPROACH 
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The  periodic  health  examination,  or  routine  or 
annual  check-up,  has  become  an  important  part  of 
medical  practice.  This  is  particularly  so  for  those 
physicians  involved  in  primary  care,  such  as  general 
practitioners,  family  practitioners,  pediatricians,  in- 
ternists, and  obstetricians.  The  periodic  health  ex- 
imination  grew  out  of  the  recognition  that  preventing 
disease,  or  at  least  catching  it  early  in  its  course  before 
norbidity  has  occurred,  can  lead  to  substantial  im- 
jrovements  in  the  overall  health  of  patients. 

Recently,  questions  have  been  raised  about  the 
/alue  of  routine  check-ups.  particularly  in  terms  of 
:ontent,  frequency,  cost  and  effectiveness.  Several 
;roups  have  evaluated  the  subject  and  have  made 
ecommendations.'"^  The  report  of  the  Canadian  Task 
■'orce  on  the  Periodic  Health  Examination,*^  much  of 
vhich  is  reproduced  in  this  issue  of  the  North  Caro- 
INA  Medicai  Journal,  is  the  most  detailed  and 
:omprehensive  effort  to  date. 

The  Task  Force  was  formed  at  the  request  of  the 
;!onference  of  Deputy  Members  of  Health  of  Canada, 
vith  a  mandate  to  determine  how  the  periodic  health 
ixamination  might  enhance  or  protect  the  health  of  the 
!!anadian  population.  Composed  of  ten  members, 
Tnost  of  whom  were  academic  clinicians  and  scien- 
ists,  the  Task  Force  carried  out  its  work  over  the 
ourse  of  three  years.  With  the  aid  of  47  consultants 
vho  were  experts  on  various  medical  conditions,  the 
"ask  Force  reviewed  the  evidence  regarding  128  po- 
entially  preventable  conditions.  Seventy-eight  of 
fiese  conditions  were  reviewed  in  depth. 
The  Task  Force  recommended  that  a  series  of  ex- 
minations  be  administered  to  an  individual,  over  the 
ourse  of  his  or  her  lifetime.  These  examinations, 
r  "health  protection  packages",  tailor  preventive 
ealth  services  to  an  individual  patient's  needs,  ac- 
arding  to  age,  sex  and  risk  status.  The  packages  are 
immarized  in  the  fold-out  table  accompanying  the 
jport. 

Certain  key  facts  should  be  kept  in  mind  when  using 
le  summary  table.  (1)  The  Task  Force  developed  its 
icommendations  solely  from  the  perspective  oi pre- 
'ntion  of  disease  and  promotion  of  health.  Prac- 
tioners  may  want  to  perform  certain  examinations 
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for  other  reasons,  such  as  establishing  a  data  base  or 
establishing  rapport  with  patients.  (2)  As  is  clear  from 
the  report,  the  Task  Force  did  not  make  all  its  recom- 
mendations with  equal  certainty,  because  of  large 
gaps  in  information  about  the  conditions  considered. 
Practitioners  may  therefore  want  to  pay  special  atten- 
tion to  those  procedures  given  strong  recommenda- 
tions, since  the  Task  Force  felt  there  was  good  evi- 
dence at  the  time  to  support  incorporation  of  those 
procedures  into  the  periodic  health  examination.  (3) 
Certain  common  procedures,  on  the  other  hand,  were 
not  recommended  because  on  review  the  Task  Force 
either  found  no  positive  evidence  justifying  them,  or 
found  evidence  that  the  test  made  no  difference,  as  in 
the  case  of  periodic  chest  x-rays  for  the  detection  of 
lung  cancer.  The  summary  report  presented  in  this 
issue  does  not  present  these  "negative""  findings  but. 


PHyS(CIf)NS 

OneofAmerica's  largest  health  care  corporations  is 
currently  seeking  both  a  full  and  part-time  Physician 
for  our  Plasma  Donor  Center  located  in  the  South- 
east. Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor  screening  and 
evaluation  The  part-time  position  would  provide 
support  when  regular  staff  physicians  are  on 
vacation 

Our  requirements  are  flexible  and  we  will  consider 
licensed  but  non-practicing  physicians  as  well  as 
those  desiring  to  work  on  a  consulting  basis 

We  offer  excellent  working  environment  and  a  highly 
competitive  salary  For  further  information,  please 
send  curriculum  vitae  to   Ray  Ludlum 


THERAPELTTIC  CORPORATION 

Formerly  •  DIvltlon  o( 
ABBOTT  LABORATORIES 

129  Franklin  Street 

Fayetteville,  N.C. 

(919)  483-2280 

Equal  Opportunity  Employer  M'F 
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for  interested  physicians,  the  longer  report  is  avail- 
able.'' (4)  The  Task  Force  intended  that  the  recom- 
mendations be  minimal  standards  for  periodic  health 
examinations.  It  assumes  that  physicians  should  make 
additional  examinations  on  high-risk  patients  and  on 
patients  known  to  have  specific  diseases,  (."i)  The  Task 
Force  recognized  the  temporary  nature  of  its  recom- 
mendations on  the  specific  content  of  the  health  pro- 
tection packages.  As  new  research  results  become 
available  and  new  tests  and  therapies  are  evaluated, 
constant  update  of  the  recommendations  will  be  nec- 
essary. (6)  Although  most  of  the  conclusions  of  the 
Canadian  Task  Force  are  relevant  to  physicians" 
practices  in  North  Carolina,  physicians  should  keep  in 
mind  that  the  recommendations  were  made  for  the 
Canadian  population.  Because  of  demographic  and 
social  differences  between  Canada  and  North  Caro- 
lina, the  impact  of  some  of  the  conditions  may  differ  in 
the  two  areas,  and  therefore  the  recommendations  for 
these  conditions  may  not  automatically  apply  here. 
For  example,  recommendations  regarding  tuber- 
culosis were  made  because  of  the  high  frequency  of 
tuberculosis  among  certain  Canadian  Eskimo  and  In- 
dian groups. 

Readers  of  the  report  will  quickly  perceive  the 
preoccupation  of  the  Task  Force  with  the  need  of 


developing  a  rigorous  approach  to  the  evaluation  of 
procedures  advocated  in  the  periodic  health  examina- 
tion. During  deliberations,  we  became  concerned  with 
the  frequent  lack  of  scientific  evidence  in  the  literature 
and,  when  it  did  exist,  with  the  poorquality  of  muchof' 
it.  We  therefore  developed  a  set  of  criteria  by  which  to 
judge  whether  each  condition  considered  should  be 
sought  in  a  periodic  health  examination.  Recom-i 
mendations  were  made  according  to  these  criteria, 
which  the  report  explains  in  detail.  By  using  these 
criteria,  the  Task  Force  identified  priorities  for  future 
research,  aimed  at  strengthening  future  recommenda-, 
tions. 

The  methodologic  issues  involved  in  the  develop- 
ment of  criteria  used  by  the  Task  Force  are  not  day- 
to-day  concerns  of  practicing  physicians.  In  the  Ion 
run,  however,  these  issues  are  of  key  importance  to! 
progress  in  this  area  of  medical  practice.  The  field  of 
preventive  health  services  requires  special  and  inten- 
sive research  efforts,  not  only  because  relatively  little 
attention  has  been  paid  to  the  area  in  the  past,  but  also 
because  of  the  nature  of  the  field.  For  example,  an 
assessment  of  an  intervention  focusing  on  a  severe, 
life-threatening  illness  can  often  be  made  relatively 
quickly,  with  good  clinical  judgment,  reaching  valid 
conclusions.  But  establishing  the  effectiveness  of  ai 
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effective  therapy  in  a  vufiolesome 
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,j   with  symptomatic 
relief  of  moderate  anxiety 
with  depression 


Rapid  relief  of  anxiety 

The  tranquilizer  component  alleviates 
symptoms  of  anxiety  within  a  few  days  without 
apparent  dulling  of  mental  acuity.  Hypnotic 
effects  appear  to  be  minimal,  particularly  in 
patients  permitted  to  remain  active.  However, 
TRIAVIL  may  impair  mental  and/ or  physical 
abilities  required  for  the  performance  of 
hazardous  tasks. 

Dependable  antidepressant  action 

The  antidepressant  component  relieves 
symptoms  of  depression  such  as  poor 
concentration  and  feelings  of  hopelessness  as 
well  as  early  morning  awakening;  adequate 
relief  of  symptoms  may  take  a  few  weeks  or 
even  longer 

for  moderate  anxiety 
with  depression 

Triavu 

containing  perphenazine  and  amitriptyline  HCI 


Treatment  with  TRIAVIL— 
a  balanced  view 

TRIAVIL  is  contraindicated  in  CNS  depression 
from  drugs,  in  the  presence  of  evidence 
of  bone  marrow  depression,  and  in  patients 
hypersensitive  to  phenothiazines  or 
amitriptyline.  It  should  not  be  used  during  the 
acute  recovery  phase  following  myocardial 
infarction  or  in  patients  who  have  received  an 
MAO!  within  two  weeks.  Patients  with 
cardiovascular  disorders  should  be  watched 
closely.  Not  recommended  in  children  or  during 
pregnancy.  TRIAVIL  may  enhance  the  response 
to  alcohol.  Antiemetic  effects  may  obscure 
toxicity  due  to  overdosage  of  other  drugs  or 
mask  other  disorders.  The  possibility  of  suicide 
in  depressed  patients  remains  until  significant 
remission  occurs.  Such  patients  should 
not  have  access  to  large  quantities  of  the  drug. 
Hospitalize  as  soon  as  possible  any  patient 
suspected  of  having  taken  an  overdose. 
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by  providing  symptomatic  relief 

of  moderate  anxiety  with  depression 

HPMdudl-dctioni® 

Triavil 

containing  perphenazine  and  amitriptyline  HCI 

helps  patients  get  back  to  business 

Available: 

TRIAVIL"  2-25:  Each  tablet  contains 

2  mg  perphenazine  and  25  mg  amitnptyline  HCI 

TRIAVIL"  2-10  Each  tablet  contains 

2  mg  perphenazine  and  10  mg  amitriptyline  HCI 

TRIAVIL"  4-50:  Each  tablet  contains 

4  mg  perphenazine  and  50  mg  amitriptyline  HCI, 

TRIAVIL"  4-25:  Each  tablet  contains 

4  mg  perphenazine  and  25  mg  amitriptyline  HCI. 

TRIAVIL"  4-10:  Each  tablet  contains 

4  mg  perphenazine  and  10  mg  amitriptyline  HCI 

CONTRAINDICATIONS:  Central  nervous  system  depression  from  drugs  (bar- 
biturates, alcohol,  narcotics,  analgesics,  antihistamines),  evidence  of  bone  mar- 
row depression,  known  hypersensitivity  to  phenothiazines  or  amitriptyline  Should 
not  be  given  concomitantly  with  a  monoamine  oxidase  inhibitor  since  hyperpyretic 
crises,  severe  convulsions,  and  deaths  have  occurred  from  such  combinations 
When  used  to  replace  a  monoamine  oxidase  inhibitor,  allow  a  minimum  of  14  days 
to  elapse  before  initiating  therapy  with  TRIAVIL  Therapy  should  then  be  initiated 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is  achieved 
Not  recommended  for  use  during  acute  recovery  phase  following  myocardial 
infarction 

WARNINGS:  TRIAVIL  should  not  be  given  concomitantly  with  guanethidine  or 
similarly  acting  compounds  since  TRIAVIL  may  block  the  antihypertensive  action 
of  such  compounds  Use  cautiously  in  patients  with  history  of  urinary  retention, 
angle-closure  glaucoma,  increased  intraocular  pressure,  or  convulsive  disorders 
Dosage  of  anticonvulsive  agents  may  have  to  be  increased  In  patients  with 
angle-closure  glaucoma,  even  average  doses  may  precipitate  an  attack  Patients 
with  cardiovascular  disorders  should  be  watched  closely  Tricyclic  antidepres- 
sants, including  amitriptyline  HCI,  have  tDeen  reported  to  produce  arrhythmias, 
sinus  tachycardia,  and  prolongation  of  conduction  time,  particularly  in  high  doses 
Myocardial  infarction  and  stroke  have  been  reported  with  tricyclic  antidepressant 
drugs  Close  supervision  is  required  for  hyperthyroid  patients  or  those  receiving 
thyroid  medication.  May  impair  mental  and/or  physical  abilities  required  for 
performance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a  motor 
vehicle  In  patients  who  use  alcohol  excessively,  potentiation  may  increase  the 
danger  inherent  in  any  suicide  attempt  or  overdosage  Not  recommended  in 
children  or  during  pregnancy 

PRECAUTIONS:  Suicide  is  a  possibility  in  depressed  patients  and  may  remain 
until  significant  remission  occurs.  Such  patients  should  not  have  access  to  large 
quantities  of  this  drug 

Perphenazine:  Should  not  be  used  indiscriminately  Use  with  caution  in  patients 
who  have  previously  exhibited  severe  adverse  reactions  to  other  phenothiazines 
Likelihood  of  some  untoward  actions  is  greater  with  high  doses  Closely  supervise 
with  any  dosage  The  antiemetic  effect  of  perphenazine  may  obscure  signs  of 
toxicity  due  to  overdosage  of  other  drugs  or  make  more  difficult  the  diagnosis  of 
disorders  such  as  brain  tumor  or  intestinal  obstruction  A  significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intolerance  to 
perphenazine,  in  which  case  discontinue 

If  hypotension  develops,  epinephrine  should  not  be  employed,  as  its  action  is 
blocked  and  partially  reversed  by  perphenazine  Phenothiazines  may  potentiate 
the  action  of  central  nervous  system  depressants  (opiates,  analgesics,  antihis- 
tamines, barbiturates,  alcohol)  and  atropine  In  concurrent  therapy  with  any  of 
these,  TRIAVIL  should  be  given  in  reduced  dosage  May  also  potentiate  the  action 
of  heat  and  phosphorous  insecticides  There  is  sufficient  experimental  evidence  to 
conclude  that  chronic  administration  of  antipsychotic  drugs  which  increase 
prolactin  secretion  has  the  potential  to  induce  mammary  neoplasms  in  rodents 
under  the  appropriate  conditions  There  are  recognized  differences  in  the 
physiological  role  of  prolactin  between  rodents  and  humans  Since  there  are,  at 
present,  no  adequate  epidemiological  studies,  the  relevance  to  human  mammary 
cancer  risk  from  prolonged  exposure  to  perphenazine  and  other  antipsychotic 
drugs  is  not  known. 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients  may  experi- 
ence a  shift  toward  the  manic  phase  if  they  are  treated  with  an  antidepressant 
F&tients  with  paranoid  symptomatology  may  have  an  exaggeration  of  such 
symptoms  The  tranquilizing  effect  of  TRIAVIL  seems  to  reduce  the  likelihood  of  this 
effect  When  amitriptyline  HCI  is  given  with  anticholinergic  agents  or  sympatho- 
mimetic drugs,  including  epinephrine  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required  Paralytic  ileus  may 
occur  in  patients  taking  tricyclic  antidepressants  in  combination  with  anticholiner- 
gic-type  drugs. 


Caution  IS  advised  if  patients  receive  large  doses  of  ethchlorvynol  concurrei 
Transient  delirium  has  been  reported  m  patients  who  were  treated  with  1  c 
ethchlorvynol  and  75-150  mg  of  amitriptyline  HCI. 

Amitriptyline  HCI  may  enhance  the  response  to  alcohol  and  the  effect! 
barbiturates  and  other  CNS  depressants  ' 

Concurrent  administration  of  amitriptyline  HCI  and  electroshock  therapy  r  y 
increase  the  hazards  associated  with  such  therapy  Such  treatment  should  e 
limited  to  patients  for  whom  it  is  essential  Discontinue  several  days  before  elec  e 
surgery  if  possible  Elevation  and  lowering  of  blood  sugar  levels  have  both  b  n 
reported  Use  with  caution  in  patients  with  impaired  liver  function 

ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constituent  ale  >. 
Perphenazine:  Extrapyramidal  symptoms  (opisthotonus,  oculogyric  crs. 
hyperretlexia.  dystonia,  akathisia.  acute  dyskinesia,  ataxia,  parkinsonism)  f-e 
been  reported  and  can  usually  be  controlled  by  the  concomitant  use  of  effece 
antiparkinsonian  drugs  and  /  or  by  reduction  in  dosage,  but  sometimes  persist ;  jr 
discontinuation  of  the  phenothiazine 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  therapy  or  ny 
occur  after  drug  therapy  with  phenothiazines  and  related  agents  has  bfi 
discontinued  The  risk  appears  to  be  greater  in  elderly  patients  on  high-ce 
therapy  especially  females  Symptoms  are  persistent  and  in  some  patients  apfjr 
to  be  irreversible  The  syndrome  is  characterized  by  rhythmical  involun-y 
movements  of  the  tongue,  face,  mouth,  or  law.  Involuntary  movements  ofte 
extremities  sometimes  occur  There  is  no  known  treatment  tor  tardive  dyskinta 
antiparkinsonism  agents  usually  do  not  alleviate  the  symptoms  It  is  advised  th;ili 
antipsychotic  agents  be  discontinued  if  the  above  symptoms  appear  If  treatme  is 
reinstituted.  or  dosage  of  the  particular  drug  increased,  or  another  drug  suili- 
tuted,  the  syndrome  may  be  masked  Fine  vermicular  movements  of  the  tome 
may  be  an  early  sign  of  the  syndrome  The  full-blown  syndrome  may  not  devip 
if  medication  is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching,  erythea 
urticaria,  eczema,  up  to  exfoliative  dermatitis);  other  allergic  reactions  (astt'a. 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  reactions):  penphal 
edema,  reversed  epinephrine  effect:  hyperglycemia,  endocrine  disturbarjs 
(lactation,  galactorrhea,  gynecomastia,  disturbances  of  menstrual  cycle):  altLK; 
cerebrospinal  fluid  proteins:  paradoxical  excitement,  hypertension,  hypotensn, 
tachycardia,  and  ECG  abnormalities  (quinidine-like  effect),  reactivation  of  ,>y- 
chotic  processes:  catatonic-like  states,  autonomic  reactions,  such  as  dry  m'lh 
or  salivation,  headache,  anorexia,  nausea,  vomiting,  constipation,  obstipe  n, 
unnary  frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a  ch£)e 
in  pulse  rate,  other  adverse  reactions  reported  with  various  phenothic 
compounds,  but  not  with  perphenazine,  include  grand  mal  convulsions,  cerdj 
edema,  polyphagia,  pigmentary  retinopathy  photophobia,  skin  pigmentation ' 
failure  of  eiaculation 

The  phenothiazine  compounds  have  produced  blood  dyscrasias  (pancj 
penia.  thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinopi 
and  liver  damage  (jaundice,  biliary  stasis). 

Pigmentation  of  the  cornea  and  lens  has  been  reported  to  occur  after  long- 
administration  of  some  phenothiazines  Although  it  has  not  been  reports 
patients  receiving  TRIAVIL.  the  possibility  that  it  might  occur  should  be  considf|| 

Hypnotic  effects,  lassitude,  muscle  weakness,  and  mild  insomnia  haven 
been  reported 

Amitriptyline:  Note:  Listing  includes  a  few  reactions  not  reported  for  this  drud 
which  have  occurred  with  other  pharmacologically  similar  tricyclic  antideprea' 
drugs  and  must  be  considered  when  amitriptyline  is  administered.  Cardtovi 
tar.  Hypotension,  hypertension:  tachycardia:  palpitation:  myocardial  infari 
arrhythmias,  heart  block,  stroke  CNS  and  Neuromuscular  Confusional  st' 
disturbed  concentration,  disorientation,  delusions:  hallucinations:  exciter 
anxiety,  restlessness,  insomnia:  nightmares:  numbness,  tingling,  and  paresthi 
of  the  extremities:  peripheral  neuropathy:  incoordination:  ataxia;  tremorsjei- 
zures,  alteration  in  EEG  patterns;  extrapyramidal  symptoms:  tinnitus;  syndror  o' 
inappropriate  ADH  (antidiuretic  hormone)  secretion.  Anticholinergic:  Dry  mith 
blurred  vision,  disturbance  of  accommodation;  increased  intraocular  pres''e 
constipation;  paralytic  ileus;  urinary  retention,  dilatation  of  urinary  tract.  Alltic 
Skin  rash;  urticaria;  photosensitization;  edema  of  face  and  tongue  HematoliC 
Bone  marrow  depression  including  agranulocytosis;  leukopenia,  eosinof  la 
purpura,  thrombocytopenia  Gastrointestinal:  Nausea;  epigastric  distress;  v«t- 
ing;  anorexia,  stomatitis;  peculiar  taste:  diarrhea;  parotid  swelling:  black  tone. 
Rarely  hepatitis  (including  altered  liver  function  and  jaundice).  Endocrine:  Ti""- 
ular  swelling  and  gynecomastia  in  the  male;  breast  enlargement  and  galacto 
in  the  female,  increased  or  decreased  libido;  elevated  or  lowered  blood  ; 
levels    Other    Dizziness,  weakness;  fatigue;  headache;  weight  gain  or 
increased  perspiration,  urinary  frequency:  mydriasis,  drowsiness,  alopecia.  (' 
drawal  Symptoms  Abrupt  cessation  after  prolonged  administration  may  pro'Ce 
nausea,  headache,  and  malaise  These  are  not  indicative  of  addiction 
OVERDOSAGE:  All  patients  suspected  of  having  taken  an  overdosage  shOL  be 
admitted  to  a  hospital  as  soon  as  possible   Treatment  is  symptomatic  nd 
supportive  However  the  intravenous  administration  of  1  -3  mg  of  physostione 
salicylate  is  reported  to  reverse  the  symptoms  of  tricyclic  antidepressant  pcJn- 
ing  Because  physostigmine  is  rapidly  metabolized,  the  dosage  of  physosticm^ 
should  be  repeated  as  required  particularly  if  life-threatening  signs  sue* 
arrhythmias,  convulsions,  and  deep  coma  recur  or  persist  after  the  initial  dosj! 
physostigmine.  On  this  basis,  in  severe  overdosage  with  perphenazine-ar'" 
tyline  combinations,  symptomatic  treatment  of  central  anticholinergic  effect:|'i 
physostigmine  salicylate  should  be  considered.  J9TR33  (DC66T1| 

For  more  detailed  information,  consult  your  MSD  Representative 
or  see  full  Prescribing  Information  Merck  Sharp  &  Dohme.  Division 
of  Ivlerck  &  Co.,  Inc  .  West  Point.  Pa.  19486. 


intervention  to  prevent  illness,  especially  if  it  is  a 
slowly  developing  one,  usually  requires  careful  re- 
search and  long  term  studies.  Prevention  is  one  area  of 
medical  practice  in  which  even  a  clinician  with  the 
skills  of  Osier  will  need  help  from  well  designed,  long 
term  studies,  based  on  large  numbers  of  patients. 

Another  important  reason  physicians  should  de- 
mand rigorous  standards  in  preventive  health  services 
is  the  future.  It  is  likely  that  development  of  biomedi- 
cal innovations  will  continue  to  accelerate  and  that 
practitioners  will  be  offered  an  ever  increasing  num- 
ber of  tests  with  which  to  search  for  an  increasing 
number  of  possible  diseases  in  their  asymptomatic 
patients.  In  order  to  ensure  a  rational  evolution  of 
these  examinations,  one  which  will  maximize  the  po- 
tential for  helping  our  patients  at  the  least  cost,  the 
new  technologies  should  be  required  to  meet  strict 
standards  to  prove  their  worth. 

Finally,  the  Task  Force  was  not  blind  to  the  social 
and  economic  implications  of  its  recommendations. 
Most  importantly,  in  Canada,  as  in  the  United  States, 
there  is  little  economic  incentive  encouraging  physi- 
cians to  offer  preventive  health  services  to  patients. 
Realizing  the  importance  of  realistic  payment  incen- 
tives to  the  implementation  of  the  health  protection 
packages,  the  Task  Force  explicitly  recommended  a 
review  of  provincial  health  insurance  plans  for  the 
purpose  of  developing  payment  arrangements  for 
periodic  health  examinations.  In  the  United  States, 
fTii  although  the  actual  mechanisms  for  change  would  be 
j  different,  the  underlying  issue  is  similar  and  needs  the 
'^  attention  of  the  medical  community. 

The  Task  Force  viewed  its  report  as  one  step  in  the 
evolution  of  rational  preventive  health  services  to  be 
administered  in  clinicians"  offices.  If  that  evolution  is 
to  continue,  many  other  steps  are  necessary.  One 
step,  the  dissemination  of  the  report  to  practicing 
physicians  for  their  discussion,  deliberation,  and  de- 
bate, is  taking  place  with  the  publication  of  the  report 
in  the  North  C aroi  ina  Medical  Journal. 

Suzanne  W.  Fletcher,  M.D.,  Associate  Professor  of 
Medicine;  Co-Chief  of  the  Division  of  General  Medi- 
cine and  Clinical  Epidemiology,  the  Department  of 
Medicine,  University  of  North  Carolina  School  of 
Medicine,  Chapel  Hill,  North  Carolina. 
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COST  CONTROL  AND  CLINICAL  JUDGMENT 

Donahue  has  apparently  won  a  warm  place  in  the 
hearts  of  American  housewives  and  of  American  ad- 
vertisers so  that  when  he  arranged  a  confrontation  on 
the  "Today  Show"  on  a  September  morn  as  David  as- 
cended the  East  Coast  we  physicians  should  have 
been  aware  of  it.  For  he  had  invited  Dr.  Sidney  Wolfe, 
a  prominent  Naderite,  and  John  .Alexander  McMahan 
of  the  American  Hospital  Association  to  consider  the 
problem  of  rising  hospital  costs.  Both  are  able  advo- 
cates and  offered  the  usual  assertions  and  promises. 
Since  they  were  cast  of  necessity  as  adversaries,  they 
had  some  difficulty  in  agreeing  how  to  attack  the 
problem.  If  Dr.  Wolfe's  data  were  somewhat  shaky, 
Mr.  McMahan's  presentation  was  perhaps  more 
apologetic  than  necessary.  Both  suffered  because 
television  does  not  allow  for  calm,  careful,  reasonable 
deliberation  and  does  not  encourage  the  seeking  of 
common  ground. 

One  of  the  problems  recognized  by  both  men  is  the 
tendency  for  us  as  physicians  to  order  studies  almost 
reflexly  at  times,  a  habit  reinforced  by  rules  of  some 
hospitals  and  agreed  to  by  third  party  payors,  which 
demands  routine  studies  without  doctors"  orders. 
Thus  the  routine  chest  film,  certainly  an  uneconomical 
tool  for  case  finding,  the  routine  urinalysis,  an  unjus- 
tifiable procedure.'  the  routine  SMAC  and  the  per- 
petual ECG.  We  know  a  skin  test  is  a  better  tool  in 
case  finding  in  tuberculosis;  we  know  that  compulsory 
blood  studies  are  not  effective  means  of  screening  and 
we  wonder  at  the  number  of  ECGs  necessary  in  some 
situations.  Perhaps  we  should  consider  such  adminis- 
trative behavior  in  the  light  of  a  recent  survey  of 
Canadian  practice  by  Rabkin  and  Home-  who 
analyzed  812  routine  preoperative  electrocardio- 
grams, a  mean  of  24. 6  months  after  earlier  ECGs  done 
at  the  same  institution.  They  noted  that  new  findings 
relevant  to  operative  risk  were  almost  excessively 
rare  and  the  prime  indication  for  a  preoperative  ECG 
was  for  a  patient  more  than  60  years  old  who  had 
already  had  significant  abnormalities.  If  symptoms 
suggestive  of  cardiopulmonary  disease  had  developed 
in  the  interim,  a  clear  indication  for  the  procedure  of 
course  existed  as  it  would  had  the  same  happened  to 
patients  under  60  years  of  age.  The  lesson  seems  to  be 
that  we  might  be  in  danger  of  abandoning  our  capacity 
to  select  studies  to  seek  for  specificity  in  our  evalua- 
tions. Perhaps  clinical  judgment,  properly  exercised, 
might  improve  cost-benefit  ratios.  J.H.F. 
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McGrory.  Edward  Joseph.  Jr..  MD.  (OPH)  3900  Old  Wake  Foresii 
Rd..  Raleigh  27609 

Mclntyre.   Ross  William.   MD.  (AN)  Duke  Medical  Ctr..  Dept 
Anes.  Durham  27710 

McMurrv.  David  Willis  (STUDENT)  808  Christopher  Rd..  Chape 
Hill  27514 

Moskowitz.  Mark  Sanders.  MD.  (GS)  2242  E.  Franklin  Blvd.  Std 
E.  Gastonia  28052  [ 


M: 
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Murphy.  Linda  Jeanne.  MD.  (RESIDENT)  2752  Middleton  St  f* 

27-F.  Durham  27705  {',"« 

Orr.  Lynn  Huie.  Jr..  MD.  (CD)  East  Carolina  Univ..  Greenvilhl* 

27834  J* 

Paslev.  Faith  Richardson,  MD.  (FP)  1 118  Windemere  Dr..  Wilsoi'l 

27893  I 

Plonk.  John  Butler.  (STUDENT)  F-Il   Kiniiswood  Apis.  Chape' 

Hill  27514  I 

Price.  James  Louis.  111.  MD.  (OBG)   1612  Doctors  Circle.  Wi    _ 

minuton  28401  |  :;* 

Price.  John  Richard,  MD,  (FP)  419  Princeton  Dr..  .Salisbury  28144]  PU 
Reeder.  Paul  Aiiinuton.  MD.  (GS)  1026  College  .St..  Oxford  2756j  J* 
Rendall.  John   Lloyd.   111.   MD,  (ORS)   108  Kemp  Road,  East 

Greensboro  27410 
Rockwell.   David   Allen.   MD.  (ORS)  208  S.   Andrews  Ave 

Goldsboro  27530  „., 

.Scheet/.  Raymond  John.  MD.  (  R)  69  Indian  Trail.  Carolina  Trac^  J.* 

Sanford  27330  li^'jC 

Strain.  Brian  McCullouch.  (.STUDENT)   1625  Northwest  BlvdJK  K 

Winston-Salem  27104  M.y- 

Theros.  Elias  Paul  George.  MD.  (DR)  106  Bent  St..  Box  699.  BeP    " 

muda  Run.  Advance  27006  m%. 
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Wiilters.  Tony  Ray  (STUDENT)  402  Lockland  Avenue,  Winston- 
Salem  27  KM 

Wolman.  RichaiJ  lee,  MD,  (RESIDENT)  2216  Alhany  Si..  Dur- 
ham 27705 

Woolen,  Slephen  l.amont  (.STUDENT)  Box  2882.  Duke  Med.  Ctr., 
Durham  27710 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing:  Medical  Education  Programs  at 
Bowman  dray,  Duke,  East  Carolina  and  UNC  Schools  of  Medi- 
cine, Dorothea  Di\,  ;md  Burroughs  Wellcome  Company  are  ac- 
credited by  the  ,'\merican  Medical  Association.  Therefore  CME 
programs  sponsored  orcosponsored  by  these  schools  automatically 
quality  tor  ,'\M.A  Category  1  credn  toward  the  AM.A's  Physician 
Recognition  .Award,  and  tor  North  Carolina  Medical  Society  Cate- 
gory A  credit.  Where  .A.AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  "place""  and  "'sponsor'"  are  indicated  lor  a  program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion   " 

June  7-8 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Blockade  Runner  Motel,  Wrightsville  Beach 

Fee:  $50 

Credit:  7  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education,  UNC  School  of  Medicine,  ."(19  MacNider  Building 

202-H,  Chapel  Hill  27514 

June  12-15 

Dermatology  for  Non-Dermatologist 

Place:  Cireat  Smokies  Hilton,  Ashevilie 

Fee:  $200 

Credit:  14  hours 

For  Intbrmation:  Gerald  S.  Lazarus,  M.D.,  Chief,  Division  of  Der- 
matology, Duke  University  Medical  Center,  Box  2987,  Durham 
27710 

June  19-21 

Mountain  Top  Medical  .Assembly 
Place:  Waynesville 

For  Information:  Clinton  L.  Border,  Jr. 
Waynesville  28786 


M.D.,  P.O.   Box  538, 


June  27-29 

First  .Annual  June  Beach  Weekend  Workshop 

Place:  Hyatt  House,  Hilton  Head  Island,  South  Carolina 

Fee:  $125 

Credit:   10  hours 

For  lnforni;ition:  Emmery  C.  Miller,  M,D,,  Associate  Dean  for  Con- 
tmuing  Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 

June  28-29 

Practical  Dermatology  for  the  Non-Dermatologist 

Place:  Continuing  Education  Center,  Boone 

Fee:  $50 

Credit:  7  hours 

For  Information:   William  Wood,   M.D.,  Director  of  Continuing 

Education,  LINC  School  of  Medicine,  319  MacNider  Building 

202-H,  Chapel  Hill  27514 

July  10-12 

2nd  Annual  Mountain  Meeting 

Place:  Great  Smokies  Hilton,  Ashevilie 

Fee:  $100. 

Credit:  20  hours 

For  Intbrmation:  Emery  C.  Miller,  M.D.,  .Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem 27103 
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A  subscription 
to  JAIVIA,  the 
leading 
scientific 
journal,  is  a 
benefit  of  AMA 
membership 

Each  AMA  member  receives  The 
Journal  of  the  American  Medical  As- 
sociation (JAMA)  and  one  of  nine 
specialty  journals.  These  two  jour- 
nals proviije  information  that  will  as- 
sist most  physicians  to  keep  current 
in  their  practice  of  medicine.  They 
are  an  important  source  of  continuing 
medical  education. 

JAMA  is  a  source  of  scientific  in- 
formation, news  of  the  profession,  re- 
views on  books  published,  dates  and 
places  of  meetings  and  other  items  of 
interest  to  the  profession.  The  Ques- 
tion and  Answer  section  of  The  Jour- 
nal provides  to  members  the  opinion 
of  experts  on  difficult  or  unusual 
problems  confronted  in  practice.  The 
Letters  to  the  Editor  section  provides 
a  forum  through  which  a  member 
may  express  his  opinion  to  the  pro- 
fession at  large. 

Journal  of  the  American  Medical 

Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

For  additional  information  write  to 
William  R.  Barclay,  M.  D.,  Editor,  at 
the  above  address  or  telephone: 
(312)  751-6333. 


July  11-14 

Blue  Ridge  Institute:  Institute  on  TB  and  other  Respiratory  Dis- 
eases 

Place:  Blue  Ridge  Assembly,  Black  Mountain 

Sponsors:  American  Lung  Association  of  North  Carolina.  UNC 
School  of  Medicine  and  UNC  School  of  Public  and  North  Caro- 
lina Division  of  Health  Services 

Fee:  $25 

For  Information:  C.  Scott  Venable.  Executive  Director.  American 
Lung  Association  of  North  Carolina,  P.O.  Box  27985.  Raleiah 
27611 

July  14-19 

Morehead  Symposium 
Place:  Atlantis  Lodge.  Atlantic  Beach 
Fee:  $155 
Credit:  .^0  hours 

For  Information:  M.  H.  Rourk.  M.D.,  Director  of  Continuing  Edu- 
cation. Duke  University  Medical  Center.  Durham  27710 

July  16 

Otolaryngology  for  the  Primary  Care  Physician 
Place:  Lee  County  Hospital,  Sanford 
Sponsors:  Wake  AHEC  and  l,ee  County  Medical  Society 
Fee:  $6 

Credit:  3.5  hours 

For  Information:  R.  S.CIine,  M.D.,  Director  of  Continuing  Medical 
Education,  Lee  County  Hospital.  Sanford  27.1.30 

July  20-25 

Southern  Obstetric  and  Gynecologic  Seminar 

Place:  Grove  Park  Inn,  Asheville 

For  Information:  W.  Otis  Duck,  M.D.,  Drawer  F.  Mars  Hill  28754 

July  28-August  2 

Diagnostic  Radiology  Including  Ultrasound.  CT  Scanning  and 
Nuclear  Medicine 

Place:  Boaue  Banks  Country  Club,  .Atlantic  Beach 

Fee:  $250:  limited  to  1(X) 

Credit:  .30  hours 

For  Information:  Robert  McLelland,  M.D.,  Box  3808,  Duke  Uni- 
versity Medical  Center,  Durham  27710 


September  10 

Cancer  Teaching  Day 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $30 

Credit:  5  hours;  AMA  Category  I:  AAFP  approval  requested 

For  Information:  F.  M.  Simmons  Patterson.  M.D..  Assistant  Dean 

of  Continuing  Medical  Education.  ECU  School  of  Medicine, 

Greenville  27834 

September  17 

Office  Diagnosis  of  Cardiac  Problems 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $30 

Credit:  6  hours:  AMA  Category  I;  AAFP  approval  requested 

For  information:  F.  M.  Simmons  Patterson.  M.D..  Associate  Dean 

for  Continuing  Medical  Education.  ECU  School  of  Medicine, 

Greenville  27834 

September  17-19 

25th  .Annual  .Angus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 
Fee:  $75 

For  Information:  .Angus  M.  McBryde  Perinatal  Symposium.  Box 
3967,  D.U.M.C.,  Durham  27710 


.September  18-19 

Genetics 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for 

tinuint  Education,   Bowman  Gray  School  of  Medicine, 

ston-Salem  27103 


Con- 
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September  20 

Sarcoidosis:  The  Great  Imitator 

Place:  Carolina  Inn,  Chapel  Hill 

Credit:  6  hours 

For  Information:  William  Wood.  M.D..  Director  of  Continuing 

Education.  UNC  School  of  Medicine,  319  MacNider  Building 

202-H.  Chapel  Hill  27514 

September  24-28 

1980  Committee  Conclave 

Place:  Mid-Pines  Club,  Southern  Pines 
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WHERE  WOULD  YOU  LIKE  TO  PRACTICE  MEDICINE? 

THE  AIR  FORCE  WILL  DO  ITS  BEST  TO  ASSIGN  YOU  THERE. 


Germany  or  Little  Rock  —  Alaska  or  Tucson, 
Arizona  —  whatever  your  geographical  prefer- 
ence, we'll  work  to  place  you  there.  And  you'll 
know  the  assignment  before  you  are  committed. 

This  is  just  one  of  the  many  advantages  for 
physicians  in  Air  Force  medicine.  We  also  pro- 
vide excellent  salaries,  30  days  of  paid  vacation 
each  year;  and  for  qualified  physicians,  an  op- 
portunity to  train  in  a  specialty  area.  Most  im- 
portantly, we  provide  an  environment  in  which 
you  can  practice  medicine.  And  the  support  to 
eliminate  your  involvement  in  paperwork. 

Contact  USAF  Health  Professions  Recruiter,  Box 
27566,  Raleigh,  NC  27611.  Call  collect  (919) 
755-4134. 
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A  great  way  of  life. 


AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 
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Regular  meetings  will  be  scheduled  for  the  Chairmen  and  mem- 
bers of  almost  all  regular  eommillees  of  the  Medical  Society; 
Committee  members  should  plan  to  he  present. 
For  Information:  William  N.  Hilliard.  H\ecutive  Director,  North 
Carolina  Medical  Society.  P.O.  Mo\  27167.  Raleigh  27611 

September  26-27 
Seminar  in  Medicine 
For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  forCon- 

tintiing  F^ducalion.   Bowman  Gray  School  of  Medicine,  Win- 

ston-.Salem  2710.^ 

October  8 

Management  of  Chest  Disease  for  the  Practicing  Physician 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $15 

Credit:  4  hours;  AMA  Category  I;  AAFP  approval  requested 

For  Inlormation:  F.  M.  Srmmons  Patterson.  M.U..  .Assistant  Dean 

for  Continiiint;  Medical  Education.  ECU  School  of  Medicine. 

Greenville  27S^4 

October  15 

Placebos 

Place:  Pitt  Coimty  Memorial  Hospit;il 

Fee:  $\5 

Credit:  3  hours;  AMA  Category  I:  AAFP  approval  requested 

For  Information:  F.  M.  Simmons  Patterson.  M.D.,  Assistant  Dean 

for  Continiunu  Medical  Education,  ECU  School  of  Medicine, 

Greenville  27S.M 

November  5-9 

1980  Urologic  ,'\ssembly:  Pediatric  Urology 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
Credit:  27  hours 

For  Information:  Ms.  Linda  Mace,  .Assembly  Secretary.  Box  3707, 
Duke  University  Medical  Center,  Durham  27710 

November  9-15 

Update  in  Cardiovascular  Diseases 

Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 

For  lnform;ition:  William  Wood,  M.D.,  Director  of  Continuing 

Education.  UNC  School  of  Medicine.  319  MacNider  Buildine 

202-H.  Chapel  Hill  27514 


ITEMS  OF  SPECIAL  INTEREST 

June  5-7 

4th  .Annual  Conference  on  the  Rehabilitation  of  the  Traumatic 

Brain-Injured  Adult 
Place:  Fort  Magruder  Conference  Center,  Williamsburg,  Virginia 
For  Information:   Ms.  Glenda  Snow,  Department  of  Continuing 

Medical  Education,  Medical  College  of  Virginia,  Box  4H,  MCV 

Station.  Richmond,  Virginia  2329S 

June  1.3-14 

EKG  Interpretation  and  Arrhythmi;i  Management 

Place:  Pinehurst  Country  Club 

Sponsor:  International  Medical  Education  Corporation 

Fee:  $245 

Credit:  13  hours;  AM.A  Category  I 

For  Information:   International   Medical  Education  Corporation. 

Division  of  Postgraduate  Education.  64  Inverness  Drive  East. 

Englewood,  Colorado  XOl  12 

June  18-21 

4th  .Annual  Virginia  Beach  Update  in  Neuroscience 

Place:  Sheraton  Beach  Inn.  Virginia  Beach 

Credit:  I6'/2  hours 

For  Information:  Kathy  E.  Johnson,  Department  of  Continuing 

Medical  Education,  Box  46,  MCV  Station,  Richmond,  Virginia 

23298 

July  22-26 
Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island,  South  Carolina 
Sponsor:  Department  of  Neurology,  Vanderbilt  University  School 

of  Medicine 
Credit:  16  hours 
For  Information:  Vanderbilt  Continuini;  Medical  Education.  3200 

West  End.  Suite  306.  Nashville.  Tennessee  37212 

November  14-16 

Primary  Care  of  Hand  Injuries 
Place:  Sea  Island.  Georgia 

For  Information:  .American  Society  for  Surgery  of  the  Hand.  26(X) 
South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014 


November  12 

Clinical  Pediatrics 

Place:  Pitt  County  Memori;il  Hospital 

Fee:  $15 

Credit:  3  hours 

For  Information:  F.  M.  Simmons  Patterson.  M.D..  Assistant  Dean 

for  Continuing  Medical  Education.  ECU  School  of  Medicine, 

Greenville  278.34 


PROGRAMS  IN  CONTIGUOUS  STATES 

June  27-29 

1st  Annual  June  Beach  Weekend 

Place:  Hyatt  House,  Hilton  Head  Island,  South  Carolina 

Sponsors:  Bowman  Gray  School  of  Medicine  and  the  Medical  Col- 
lege of  Georgia 

Fee:  $125 

Credit:  12  hours 

For  Information:  Emery  C.  Miller.  M.D..  .Associate  Dean  for  Con- 
tinuing Educ;ition.  Bowman  Gray  School  of  Medicine.  Win- 
ston-Salem 27103 

August  4-8 

,  8th  Annual  Beach  Workshop 

Place:  Myrtle  Beach  Hilton.  Myrtle  Beach.  South  Carolina 

Fee:  $150 

Credit:  20  hours 

For  Information:  Emery  C.  Miller,  M.D..  .Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine.  Win- 
ston-Salem 27103 

October  23-26 
iNorth  Carolina  Society  of  Internal  Medicine  Fall  Meeting 
IPlace:  The  Cloister.  Sea  Island.  Georgia 

iFor  Information:  North  Carolina  Society  of  Internal  Medicine.  P.O. 
Box  27167  Raleigh  27611 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


A  quick,  painless  new  test  is  helping  physicians  at 
North  Caiolina  Memorial  Hospital  decide  which  of 
their  patients  with  varicose  veins  could  benefit  fiom 
surgery  to  remove  diseased  vessels. 

Knowing  whether  a  patient  will  benefit  fiom  sur- 
gery is  not  always  easy,  says  Dr.  Steven  J,  Burnhain. 
director  of  the  vascular  laboratory  at  N.C.  Memorial. 
But  the  lab  is  now  using  a  new  diagnostic  test,  called 
photo  plethysmography,  that  takes  most  of  the 
uncertainty  out  of  selecting  patients  for  vein  surgery, 

A  small  photoelectric  cell,  about  the  size  of  a 
cufflink,  is  taped  to  the  patient's  ankle.  By  directing  a 
beam  of  infrared  light  into  the  ankle  and  then  measur- 
ing the  amount  of  light  that  bounces  back,  the  cell  can 
detect  changes  in  the  volume  of  blood  in  the  tissues 
just  beneath  the  skin. 

Impulses  from  the  photoelectric  cell  are  automati- 
cally recorded  as  tracings  on  a  graph  so  that  tluctua- 
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tions  in  blood  volume  as  the  patient  flexes  his  foot  can 
be  precisely  measured. 

The  test  takes  only  about  15  minutes  and  is  rela- 
tively inexpensive,  BurnhimT  says.  One  test  costs  $42, 
about  the  same  as  a  chest  X-ray. 

He  says  physicians  who  are  experienced  in  treating 
varicose  veins  can  usually  tell  which  patients  are  the 
best  candidates  for  surgery  by  examining  them  and 
studying  their  symptoms.  So,  in  many  cases,  the  blood 
volume  test  will  simply  confiim  their  diagnosis. 

But  Burnham  says  new  physicians  will  find  the  test 
particularly  helpful  as  a  primary  diagnostic  tool. 


Encouraging  future  physicians  to  examine  their 
values  and  helping  them  wrestle  with  moral  issues 
they  are  likely  to  face  is  becoming  an  increasingly 
important  part  of  medical  education. 

At  the  School  of  Medicine,  medical  students  are 
given  a  chance  to  learn  not  only  the  scientific  part  of 
medicine  but  "to  consider  what  it  really  means  to  be  a 
doctor,"  explains  Dr.  Larry  Churchill,  coordinator  of 
the  School  of  Medicine's  ethics  and  human  values 
program. 

Two  courses  offered  in  the  first  year  of  medical 
school  are  partly  devoted  to  a  consideration  of  human 
values.   A  second-year  elective  seminar,  led  by 


Churchill  and  Dr.   Alan  Cross,  deals  entirely  with 
ethics. 

"We  try  to  cover  some  of  the  more  basic  kinds  of 
issues  the  students  are  likely  to  encounter  as  doc- 
tors," says  Churchill.  "That  includes  eveiything  from 
how  to  keep  a  confidence  to  how  to  handle  a  termi- 
nally ill  patient.  For  instance,  when  do  you  stop  being 
aggressive  in  treating  a  dying  patient?  When  do  you 
stop  trying  to  prolong  life  and  try  instead  to  help  him 
achieve  some  dignity  in  the  inevitable  process  of 
dying?" 

Cross  says  the  ethics  seminar  challenges  students 
to  think  critically  about  concepts  that,  on  the  surface 
at  least,  may  seem  simple  and  absolute,  such  as  telling 
the  truth. 

The  medical  ethics  program  at  UNC-CH  is  con- 
cerned not  only  with  the  education  of  students  but 
with  the  training  of  resident  physicians  at  North  Caro- 
lina Memorial  Hospital  as  well. 

Cross,  a  pediatrician,  says  seminars  on  ethics  are 
held  for  residents  in  pediatrics  and  may  be  developed 
for  those  on  othei"  services  in  the  hospital. 
*         *         * 

The  American  Cancer  Society  has  awarded  a 
$28,000  postdoctoral  fellowship  to  Dr.  Berch  E. 
Henry  II.  a  microbiologist  in  the'  Cancer  Research 
Center. 


I.  Ill 


An  apple  a  day  worft 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling 'problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a  minimum 
28-day  program. 

Do  you  have  a  patient  who  needs  this  kind  of  help? 
You  probably  do  because   the  illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
j^jthese  patients,  write  to  us. 
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311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 


(912)764-6236 
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Henry  came  to  UNC-CH  in  September  1979  to  join 
the  research  team  ot'  Dr.  Joseph  Pagano.  director  of 
the  Cancer  Research  Center.  Pagano  and  his  col- 
leagues are  studying  the  Epstein-Barr  virus,  the  first 
virus  consistently  found  in  association  with  Biirkitt's 
lymphoma. 

Henry  is  particnlaily  inleiested  in  nasopharyngeal 
carcinoma,  which  is  one  of  the  most  common  malig- 
nancies when  viewed  worldwide  and  is  very  possibly 
caused  by  the  Epstein-Barr  virus. 

Henry  said  he  is  looking  for  the  Epstein-Barr  virus 
in  tissues  of  infectious  mononucleosis,  which  the  virus 
causes,  and  two  malignancies  associated  with  the  face 
and  neck,  Biukitt's  lymphoma  and  nasopharyngeal 
carcinoma. 

"We  will  take  these  tumor  cells  and  do  a  thorough 
search  to  see  if  there  is  a  common  piece  of  DNA  in  all 
of  them.""  Henry  said.  '"If  there  is,  it  can  give  us  a 
handle  in  our  efforts  to  establish  a  relationship  be- 
tween viruses  and  human  cancer."" 

Henry  earned  bachelor"s  and  master's  degrees  at 
the  University  of  Arkansas  in  1972  and  1975.  respec- 
tively. He  completed  requirements  for  a  Ph.D.  last 
year  at  the  University  of  Mississippi  Medical  Center. 


Two  members  of  the  School  of  Medicine  faculty 
have  received  .American  Heart  Association  Estab- 
lished Investigatorship  awards. 

The  recipients,  both  assistant  professors  in  the  De- 
partment of  Medicine,  are  Drs.  John  T.  Gwynne  and 
Richard  C.  Boucher.  Each  research  grant  provides 
$30,000  over  five  years  beginning  July  I. 

Gwynne,  an  endociinologist,  is  studying  choles- 
terol and  its  role  in  atherosclerosis.  Boucher's  re- 
search focuses  on  pulmonary  diseases  such  as  asthma. 

Gwynne  earned  his  bachelor's  degree  in  1965  from 
Princeton  University  and  his  M.D.  in  1970  from  Duke 
University.  Boucher  graduated  from  Yale  University 
in  1966  and  from  the  Columbia  College  of  Physicians 
and  Sureeons  in  1970. 


The  predoctoral  internship  program  in  psychology 
at  North  Carolina  Memorial  Hospital  recently  re- 
ceived full  accreditation  from  the  American 
Psychological  Association,  as  it  has  each  vear  since 
1959. 

"We  have  a  very  excellent  program,"  said  Dr. 
J.  Wilbert  Edgerton,  chief  psychologist  at  N.C.  Me- 
morial. "The  last  accreditor  to  visit  said  it  is  in  many 
ways  a  model  program." 

Supported  by  the  National  Institute  of  Mental 
Health,  the  training  program  provides  a  year's  in- 
ternship for  doctoral  candidates  in  clinical  psychol- 
ogy. Participants  come  from  all  parts  of  the  nation. 

The  interns  are  offered  a  variety  of  experience 
through  three  rotations  lasting  foLir  months  each. 

"The  program  offers  experience  that  will  not  only 
respond  to  the  interns'  interests,  but  also  show  up  any 
deficiencies  they  might  have,"  Edgerton  said. 

May  1980.  NCMJ 
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Dr.  Arthur  J.  Prange  Jr.,  professor  of  psychiatry, 
has  been  appointed  to  the  Psychopharinacologic 
Drugs  Advisory  Committee  of  the  Food  and  Drug 
Administration. 

*         *         * 

Dr.  Madhabananda  Sar,  research  associate  profes- 
sor of  anatomy,  presented  a  paper  at  the  sixth  Inter- 
national Congress  of  Endocrinology  February  10-16  in 
Melbourne,  Australia. 


Dr.  Roger  E.  Salisbury,  associate  professor  of 
surgery  and  director  of  the  N.C.  Jaycee  Burn  Center, 
was  elected  to  membership  in  the  Society  of  Univer- 
sity Surgeons. 


Dr.  Colin  G.  Thomas  Jr.,  chairman  and  professor  of 
surgery,  was  guest  speaker  and  panelist  at  Cancer 
Update  "80,  held  January  26-27  at  Peralta  Hospital  in 
Oakland,  Calif.  Thomas  spoke  on  surgery  for  cancer 
of  the  thyroid.  He  also  was  guest  lecturer  at  the 
l979-80Continuing  Medical  Education  Noted  Uecture 
Series  at  Broward  Medical  Center  in  Fort  Lauderdale, 
Fla.,  January  10. 


Dr.  Donald  L.  Madison,  associate  professor  of 
commLmity  medicine  and  hospital  administration,  is 
the  editor  of  "Health  Professions  Education  and  Un- 
derserved,"  a  symposium  of  1 1  articles  appearing  in 
the  January-February  issue  of  Public  Health  Reports, 
the  official  journal  of  the  U.S.  Public  Health  Service. 
Madison  is  also  author  of  one  of  the  1 1  articles  that 
describe  experimental  curricula  and  course  sequences 
designed  to  prepare  medical  and  other  students  of  the 
health  professions  for  practice  in  imal  and  inner  city 
communities. 


Di'.  Charles  W.  Cai^ter  Jr..  assistant  professor  of 
biochemistry  and  anatomy,  paiticipated  in  the  sev- 
enth Katzir-Katchelsky  Symposium  titled  "Structural 
Aspects  of  Recognition  and  Assembly  in  Biological 
Macromolecules"  February  24-29  in  Rehovot.  Israel. 
He  presented  a  poster  on  "Dimeric  Histone  Interac- 
tions and  Histone  Packing." 

On  his  return  trip.  Carter  conferred  with  colleagues 
and  presented  invited  seminars  in  Uppsala,  Sweden: 
Aarhus,  Denmark;  Groningen.  Netherlands  and  Lon- 
don. 


Di'.  J.  Wilbert  Edgerton.  piofessor  of  psychiatry, 
has  been  elected  to  the  board  of  trustees  at  Guilford 
College. 

Dr.  Jean  M.  Lauder,  anatomy,  lecently  was  elected 
to  the  advisory  board  of  the  journal  "Developmental 
Neuroscience." 


Dr.  Benson  R.  Wilcox,  professor  and  chief  of  car- 
diothoracic  surgery,  has  been  elected  treasurer  of  the 
Society  of  Thoracic  Surgeons,  which  has  a  current 
membership  of  1,921. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


During  the  past  10  years,  the  number  of  young  U.S. 
doctors  who  plan  to  spend  their  lives  conducting 
medical  research  has  dropped  by  half,  a  prominent 
Duke  physician  says,  and  unless  something  is  done  to 
halt  the  decline,  the  "Golden  Age"  of  medicine  may 
be  over. 

Writing  in  the  December  6  issue  of  the  New  England 
Journal  of  Medicine.  Dr.  James  B.  Wyngaarden  said  a 
variety  of  factors,  ranging  from  new  medical  school 
curriculums  to  the  "extraordinary  incomes"  that  can 
be  made  in  private  practice,  have  continued  to  make 
research  careers  less  attractive  to  young  medical 
graduates. 

Wyngaarden,  chairman  of  the  Department  of  Medi- 
cine and  Frederic  M.  Hanes  professor  of  medicine,  is 
also  immediate  past  president  of  the  Association  of 
American  Physicians. 

The  problem,  he  says,  lies  not  in  the  supply  of  new 
physicians  because  during  the  last  decade  the  number 
of  medical  school  graduates  has  doubled  to  more  than 
15,000  a  year. 

Nor  is  early  financial  support  a  problem  because 
hundreds  of  National  Institutes  of  Health  postdoctor- 
al traineeships  and  fellowships  for  doctors  go  begging 
every  year. 

"The  reasons  for  the  decline  in  research  interests 
among  young  physicians  are  complex,"  Wyngaarden 
said.  "A  major  one  involves  a  re-evaluation  of  societal 
goals  in  the  wake  of  the  Vietnam  conflict. 

"This  has  led  to  greater  emphasis  on  medical  care  of 
under-served  segments  of  our  society  as  a  more 
pressing  immediate  need  than  basic  biomedical  re- 
search in  the  improvement  of  health  and  conquest  of 
disease.  There  is  a  feeling  among  some  students  that 
the  technology  of  medicine  has  outrun  its  sociology." 

A  second  major  factor  is  the  instability  of  federal 
support  of  biomedical  research. 

"Students,  residents  and  fellows  observe  young 
faculty  who  are  uncertain  of  research  support,  and 
they  believe  that  this  instability  reflects  a  public  value 
judgment,"  the  physician  wrote.  "Young  people  tend 
to  choose  fields  marked  by  high  approbation." 

Wyngaarden  said  a  third  factor  is  the  revision  of 
medical  school  curriculums  that  places  less  emphasis 
on  simulated  research  laboratory  experiences. 

"The  result  is  that  many  house  officers  now  reach 
the  end  of  residency  training  with  no  firsthand  knowl- 
edge of  the  excitement  of  working  in  a  laboratory,"  he 
wrote.  "And  in  the  absence  of  a  military  obligation  far 
fewer  are  exposed  to  the  sometimes  decisive  ex- 
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perience  of  an  appointment  to  the  National  Institutes 
of  Health." 

Additional  important  factors  he  cited  are  changes  in 
the  requirements  of  specialty  certifying  boards,  the 
increased  likelihood  of  subspecialty  training  and  the 
discouraging  provision  of  the  National  Research  Ser- 
\  ice  Awards  that  requires  either  compulsory  federal 
service  or  that  money  advanced  for  research  training 
he  paid  back  if  the  physician  decides  not  to  make  a 
career  of  research. 

Also,  in  the  late  stages  of  postdoctoral  training  eco- 
nomic pressures  are  intense,  Wyngaarden  said,  often 
including  a  residual  debt  burden  of  medical  school 
loans. 


Dr.  Roscoe  R.  "Ike"  Robinson,  associate  vice- 
president  and  chief  executive  officer  of  the  hospital, 
announced  at  a  Jan.  14  press  conference  that  the 
opening  of  Duke  Hospital  North  will  create  approxi- 
imately  900  additional  fulltime  jobs. 

"The  900  additional  jobs  fall  into  five  categories, 
(supervisory,  technical,  nursing,  support  services  and 
(clerical  positions,"  he  said. 

Occupancy  of  Duke  Hospital  North  will  take  place 
lin  two  phases,  and  Robinson  said  that  for  the  most 
I  part,  hiring  will  begin  60  days  before  the  first  segment 
I  of  the  move  and  continue  through  and  after  the  60-day 
loccupancy  period. 


"Hiring  for  some  jobs,  such  as  housekeeping,  has 
been  under  way  so  the  new  facility  will  be  ready  for 
patients  on  the  day  they  move,"  Robinson  said. 
"Some  positions  will  be  filled  internally,  but  the  net 
result  is  a  total  of  900  positions  available." 


Dr.  Atala  Thayer  Scudder  Davison,  widow  of  the 
first  dean  of  Duke's  School  of  Medicine,  died  Jan.  9  in 
Petaluma,  Calif. 

Davison.  87,  was  a  native  of  Glen  Head.  N.Y. 

She  came  to  Duke  in  1927  after  her  husband.  Dr. 
W.  C.  Davison,  was  appointed  to  head  the  newly 
formed  medical  school.  Both  had  been  on  the  faculty 
at  the  Johns  Hopkins  School  of  Medicine. 

Dr.  Atala  Davison  was  an  associate  in  pediatrics 
herefrom  1942-1962.  During  World  War  II.  she  ran  the 
school  health  clinics  in  the  Durham  city  and  county 
schools. 

Dr.  Jay  M.  Arena,  professor  emeritus  of  pediatrics, 
remembers  her  as  "an  outstanding  medical  prac- 
titioner in  her  own  right." 


The  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke  has  awarded 
$1,066,491  to  the  Duke  VA  Center  for  Cerebrovascu- 
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lar  Research  to  continue  studies  on  strokes  and  related 
illnesses. 

Dr.  James  N.  Davis,  an  associate  professor  of  medi- 
cine and  pharmacology  who  succeeded  Dr.  Albert 
Heyman  as  director  of  the  center  Jan.  1 ,  said  the  grant 
will  support  a  group  of  scientists  from  the  Depart- 
ments of  Anatomy,  Medicine,  Pharmacology  and 
Physiology. 

Their  long-term  goal,  Davis  explained,  is  to  help 
patients  recover  the  best  possible  function  after  a 
stroke,  an  emphasis  of  research  that  he  said  has  been 
neglected  in  this  country. 


A  medical  center  psychiatrist  noted  for  his  con- 
tributions to  the  elderly  has  been  appointed  to  the 
National  Council  on  Aging. 

Dr.  Ewald  W.  Busse,  J.  P.  Gibbons  professor  of 
psychiatry  and  associate  provost  and  dean  of  medical 
and  allied  health  education,  was  appointed  to  the 
council  by  the  secretary  of  Health,  Education  and 
Welfare  (HEW)  Patricia  R.  Harris. 

As  a  member  of  the  council,  Busse  will  consult  for  a 
four-year  term  with  the  HEW  secretary.  He  will  make 
recommendations  on  programs  and  research  projects 
related  to  the  diseases  and  other  special  problems  and 
needs  of  the  aged. 


Dr.  James  F.  Glenn,  professor  and  chief  of  urology, 
has  been  elected  a  governor  of  the  American  College 
of  Surgeons.  Glenn  also  has  been  elected  president  of 
the  Society  of  Pelvic  Surgeons  for  1980. 


\' 


Three  faculty  members  have  been  promoted  in  the 
Department  of  Medicine  at  the  medical  center. 

University  provost  William  Bevan  announced  that 
Dr.  James  D.  Crapo  was  promoted  from  assistant 
professor  to  associate  professor,  and  that  Drs.  Edwin 
B.  Cox  and  Joseph  O.  Moore  were  promoted  from 
associates  in  medicine  to  assistant  professors. 


The  Bureau  of  Health  Manpower  of  the  U.S.  De- 
partment of  Health,  Education  and  Welfare  (HEW) 
has  awarded  $88,000  to  the  medical  center's  Depart- 
ment of  Health  Administration  to  support  three  new 
courses  for  administrators  of  health  service  organiza- 
tions. 

The  courses,  which  Duke  has  designed  in  collab- 
oration with  the  School  of  Public  Health  at  the  Uni- 
versity of  North  Carolina,  will  offer  relatively  brief, 
but  intensive  continuing  education  for  administrators 
at  mid-career,  according  to  the  project  director,  pro- 
fessor David  G.  Warren. 
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"The  grant  we  have  received  is  part  of  a  $750,000 
federal  program  that  was  established  to  help  health 
administrators  improve  their  management  skills," 
said  Dr.  E.  Harvey  Estes,  director  of  the  Division  of 
Health  Sciences  Education. 


don  V.  Pollack,  an  assistant  professor  of  dermatology 
at  the  Comprehensive  Cancer  Center  and  founder  of 
North  Carolina's  first  chemosurgery  unit.  The  unit 
opened  in  September  on  the  basement  level  of  the 
Morris  Building. 


Two  medical  center  dermatologists  have  written  a 
medical  textbook  that  they  say  even  a  busy  general 
practitioner  can  imderstand. 

The  book,  "Diagnosis  of  Skin  Disease,"  is  a  serious 
attempt  to  provide  doctors  with  the  first  really  practi- 
cal reference  on  hundreds  of  skin  problems. 

It  was  written  by  Drs.  Gerald  S.  Lazarus,  J.  Lamar 
Callaway,  professor  of  dermatology  and  chief.  Divi- 
sion of  Dermatology,  and  Lowell  A.  Goldsmith,  pro- 
fessor of  medicine,  during  the  past  four  years  and 
recently  published  by  the  F.  A.  Davis  Company  of 
Philadelphia. 

"Ten  to  209?  of  the  illnesses  that  practicing  physi- 
cians treat  are  related  to  the  skin,"  Lazarus  said  in  an 
interview.  "Yet  many  of  them  have  trouble  diagnos- 
ing skin  disease  and  don't  know  how  to  use  a  der- 
matology textbook.  Our  book  seeks  to  guide  the  to- 
tally uninitiated  to  a  correct  diagnosis  by  emphasizing 
simple  clinical  observations." 

In  contrast  to  standard  medical  texts  that  are  or- 
ganized by  disease  classification,  the  506-page  volume 
has  been  designed  more  like  a  book  on  plant  identifi- 
cation for  layman.  One  doesn't  need  to  have  training 
in  dermatology  to  fathom  it. 


Five  new  assistant  professors  have  been  appointed 
to  the  faculty  at  the  medical  center.  The  appointments 
were  announced  by  Dr.  William  Bevan,  university 
provost. 

The  new  faculty  members  and  their  respective  de- 
partments are:  Drs.  Elizabeth  R.  DeLong,  community 
and  family  medicine;  Ross  William  Mclntyre  and 
Benzion  Schkolne,  anesthesiology:  Sheldon  V.  Pol- 
lack, medicine  (dermatology);  and  Gary  W.  Stuhlmil- 
ler,  surgery. 


Dr.  Samuel  W.  (Woody)  Warburton  has  been 
named  acting  program  director  for  the  Duke-Watts 
Family  Medicine  Program.  Warburton  replaces  Dr. 
William  J.  (Terry)  Kane,  who  requested  to  be  relieved 
of  his  administrative  duties.  Kane  will  remain  a  faculty 
member  in  the  Department  of  Community  and  Family 
Medicine  with  teaching  and  patient  care  respon- 
sibilities. 


Like  white-coated  miners  using  scalpels  and  micro- 
scopes, chemosurgeons  are  defeating  even  tough-to- 
cure  cancers  by  following  veins  of  malignant  cells 
through  the  skin  until  they  run  out. 

"With  skin  cancer,  what  you  see  isn't  what  you 
get"  if  you  cut  only  the  surface  tumor,  says  Dr.  Shel- 
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Drs.  Robert  J.  Thompson,  associate  professor  of 
medical  psychology,  and  Aglaia  N.  O'Quinn,  assistant 
professor  of  pediatrics,  have  teamed  up  to  write  a 
textbook  which  explains  and  gives  examples  of  a 
holistic  approach  to  development  disabilities. 

The  308-page  text,  titled  "Developmental  Disabili- 
ties," presents  case  histories  on  mental  retardation, 
cerebral  palsy,  autism,  seizure  disorders,  learning 
problems  and  visual  and  hearing  impairments.  The 
text  examines  the  etiology,  manifestation,  diagnosis 
and  management  of  each  disability.  The  case  histories 
presented  are  those  of  medical  center  patients. 

Drs.  Thompson  and  O'Quinn  are,  respectively,  ad- 
ministrative director  and  medical  director  of  the  De- 
velopmental Evaluation  Center  of  the  Department  of 
Pediatrics. 


For  Pamela  Kohl  of  Raleigh,  the  worst  part  was  the 
waiting. 

"I  felt  like  my  life  was  on  hold,  and  I  wasn't  really  in 
control  of  it,"  the  28-year-old  woman  said.  I  couldn't 
plan  to  move,  change  jobs,  get  married,  have  children 
or  do  much  of  anything  else." 

"I  couldn't  even  visit  my  parents  in  Chicago  at 
Christmas  because  I  didn't  want  to  risk  getting 
snowed  in  and  not  be  able  to  get  back  in  time  if  the 
doctors  called  to  say  they  had  a  donor,"  she  said 
during  a  recent  visit  to  the  medical  center. 

Until  her  successful  surgery  on  Feb.  2,  Kohl  was 
one  of  some  200  people  in  North  Carolina  and  2,500 
people  around  the  United  States  who  are  waiting  for 
cornea  transplants.  The  operation  involves  replacing  a 
diseased  or  injured  cornea  —  the  normally  clear  outer 
covering  of  the  eye  —  with  donated  tissue. 

The  Greensboro  native  is  a  victim  of  keratoconus,  a 
rare  condition  in  which  her  corneas  have  begun  to 
grow  outward  like  cones.  She  wore  two  contact  lenses 
on  her  left  eye  and  used  to  wear  two  on  her  right  eye 
also  until  the  pain  became  unbearable. 

If  corneas  could  be  constructed  of  plastic  like  con- 
tact lenses.  Kohl  and  the  others  who  wait  could  have 
their  surgery  within  weeks.  But  the  only  source  of  new 
corneas  is  people  who  have  died,  and  all  too  often  that 
precious  tissue  is  buried  with  the  deceased.  The  wait- 
ing list  keeps  getting  longer. 

Now,  however,  the  North  Carolina  Eye  and  Human 
Tissue  Bank,  in  cooperation  with  Duke's  Department 
of  Ophthalmology,  has  begun  a  pilot  project  to  try  to 
solve  the  growing  problem.  With  financial  support 
from  Duke,  the  Eye  Bank  hired  surgeon's  assistant 
Jeannette  Hodges  in  September  to  serve  as  the  state's 
first  and  only  eye  donor  coordinator. 

"The  biggest  part  of  my  job  right  now  is  public 
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relations  —  making  doctors,  nurses  and  people  in 
general  aware  of  the  need  for  donation,  especially 
eyes,"  Hodges  said. 

"Although  the  number  of  donor  cards  has  increased 
tremendously  in  the  past  two  years,  we  just  aren't 
retrieving  many  more  tissues  because  not  enough 
people  know  that  that  was  what  their  loved  one 
wanted,"  she  said. 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


The  School  of  Medicine  held  its  second  annual 
Health  I. aw  Forum  April  17-18.  The  program  is  de- 
signed for  physicians,  hospital  administrators,  hospi- 
tal trustees,  health  law  attorneys  and  clinic  managers. 

Speakers  included  Richard  L.  Epstein,  vice  presi- 
dent, American  Hospital  Association;  Richard  F. 
Pfzenmayer,  Squire.  Sanders  and  Dempsy,  Wash- 
ington, D.C.:  Larry  V.  McLeod,  Erwin,  Epting,  Gib- 
son and  McLeod,  Athens,  Ga.:  the  Hon.  William  H. 
Erickson,  associate  justice,  Colorado  Supreme  Court: 
Col.  Ellis  F.  Hall,  executive  officer,  Womack  Army 
Hospital:  Richard  F.  Gibbs,  associate  professor  of 
medicine.  Harvard  University:  Carl  J.  Schramm,  vice 
chairperson.  Maryland  Cost  Review  Commission: 
George  W.  Graham,  vice  president.  Joint  Commission 
on  Accreditation  of  Hospitals,  and  Leonard  C.  Homer 
and  Sanford  V.  Teplitzky,  both  from  Ober,  Grimes 
and  Shriver,  Baltimore,  Md. 

Also  participating  in  the  program  were  M.  Fiank 
Sohmer,  president  elect,  N.C.  Medical  Society: 
Harold  C.  Greene,  chairman  of  the  board,  N.C.  Hos- 
pital Association:  and  the  Hon.  HLigh  A.  Wells,  as- 
sociate justice,  N.C.  Court  of  Appeals. 


Dr.  Theodore  Kushnick  has  been  appointed  profes- 
sor of  pediatrics  and  director  of  the  Developmental 
Evaluation  Clinic.  Kushnick  formerly  was  professor 
of  pediatrics  and  anatomy  and  director  of  the  division 
of  human  genetics  at  the  New  Jersey  Medical  School. 

He  received  his  undergraduate  degree  from  Ohio 
State  University  and  his  M.D.  from  Harvard  Medical 
School. 


Dr.  Alvin  Volkman.  professor  of  pathology,  has 
received  a  $95,643  grant  from  the  National  Institutes 
of  Health  to  study  "Polyarthropathy  in  Salmonella- 
Infected  Rats." 
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•  provides  effective  symptomatic 
relief 

*b.i.d.  dosage  simplifies  therapy 

•  scored  tablet  for  dosage  f lexi bll ity 

OPTIMINE' 

azatadine  maleate  1  mg  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 

lanls   This  drug  should  not  be  used  m  newborn  or  pre- 
mature infants 

Use  in  Nursing  Mothers   Because  of  the  higher  risk  of  and- 
histamines  for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated  in  nursing  mothers 

Use  in  Lower  Respiratory  Disease.  Antihistamines  should 
NOT  be  used  lo  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contramdicated  in  the  following 
conditions   hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure,  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section) 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with   narrow  angle  glaucoma; 
stenosing  peptic  ulcer,  pyloroduodenal  obstruction, 
symptomatic  prostatic  hypertrophy,  bladder  neck 
obstruction 

Use  in  Children   In  mtants  and  children  especially,  anti- 
histamines in  overdosage  may  cause  hallucinations,  con- 
vulsions, or  death 

As  in  adults,  antihistamines  may  dimmish  mental  alertness 
in  children  In  the  young  child,  particularly,  they  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 
CHILDREN  UNDER  12  YEARS  OF  AGE 
Use  in  Pregnancy   Experience  with  this  drug  in  pregnant 
women  is  inadequate  to  determine  whether  there  exists  a 
potential  for  harm  to  the  developing  fetus 
Use  with  CNS  Depressants.  Azatadine  maleate  has  additive 
effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 
sedatives,  tranquilizers,  etc  ) 

Use  in  Activities  Rgauiring  Mental  Alertness   Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a  car  or  operating  appli- 
ances, machinery,  etc. 

Use  fh  the  Elderly  (approximately  60  years  or  older)-  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation. 
and  hypotension  m  elderly  patients. 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and,  therefore,  should  be  used  with  caution  m  patients 
with   a  history  of  bronchial  asthma,  increased  intraocular 
pressure,  hyperthyroidism,  cardiovascular  disease. 
hypertension 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antrhistamines- 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined. 

General  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity, excessive  perspiration,  chills,  dryness  of  mouth. 
nose,  and  throat. 

Cardiovascular  System:  Hypotension,  headache,  palpita- 
tions, tachycardia,  extrasystoles 

Hematologic  Sysfem    Hemolytic  anemia,  thrombocyto- 
penia, agranulocytosis 

Nervous  System,  Sedation   sleepiness  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation, nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions 
Gastrointestinal  System    Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation 
Genitourinary  System:  Urinary  frequency,  difficult  urina- 
tion   urinary  retention,  early  menses 

Respiratory  System-  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion   Stimulation  is  particularly  likely  in  children   Atropine- 
like  signs  and  symptoms  (dry  mouth,  fixed,  dilated  pupils; 
flushing;  and  gastrointestinal  symptoms)  may  also  occur 
if  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit   This  is  best  done  by  having 
him  drink  a  glass  of  water  or  milk  after  which  he  should  be 
made  to  gag   Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children 
If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand    Isotonic 
and  V;  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content 
gtimujarits  should  not  be  used 
Vasopressors  may  be  used  to  treat  hypotension 
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BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Research  at  the  Bowman  Gray  School  of  Medicine 
has  revealed  a  definite  inverse  relationship  between 
alcohol  consumption  and  the  development  of  athero- 
sclerosis in  young  adult  male  monkeys. 

At  the  same  time,  significant  chemical  changes  in 
the  liver  and  some  liver  damage  weie  found  in  the 
ethanol-treated  monkeys. 

Dr.  Thomas  B.  Clarkson.  professor  and  chairman  of 
Bowman  Gray's  Department  of  Comparative  Medi- 
cine, reported  results  of  the  18-month  pre)ject  to  the 
American  Heart  Association's  Symposium  on  Al- 
cohol and  Cardiovascular  Diseases. 

The  researchers  found  significantly  less  severe 
coronary  artery  atherosclerosis  in  monkeys  which  had 
been  fed  a  diet  containing  large  amounts  of  ethanol 
than  in  a  control  group  which  had  not  been  given 
alcohol. 

Moreover,  the  ethanol-fed  monkeys  had  a  higher 
concentration  of  high  density  lipoproteins  while  their 
low  density  lipoproteins  (LDL)  had  a  lower  molecular 
weicht. 


It  is  thought  that  the  interaction  of  the  smaller  LDL 
particles  with  the  coronary  artery  wall  is  a  key  factor 
in  explaining  why  atherosclerosis  was  less  severe  in 
monkeys  consuming  ethanol. 

Perhaps  the  most  important  question  remaining 
after  the  research  concerns  whether  there  is  a  dose  of 
ethanol  which,  when  administered  over  a  long  period 
of  time,  will  induce  a  favorable  change  in  plasma 
lipoproteins  without  adverse  effects  on  the  liver,  brain 
and  behavior. 


Francis  E.  Garvin  of  Wilkesboro  has  been  re- 
elected chairman  of  the  Medical  Center  Board  of  the 
Bowman  Gray  School  of  Medicine  and  North  Carolina 
Baptist  Hospital. 

Other  officers  re-elected  are  Dr.  Gloria  F.  Graham 
of  Wilson,  vice-chairman:  E.  Lee  Cain  of  High  Point, 
treasurer;  and  Miss  Katherine  Davis,  assistant  to  the 
medical  center  director,  secretary. 

The  board,  consisting  of  six  trustees  of  Wake  Forest 
University,  six  trustees  of  Baptist  Hospital  and  a 
member  of  the  medical  center's  professional  staff,  is 
responsible  for  the  overall  supervision  of  the  medical 
center. 

Dr.  Manson  Meads  is  director  of  the  medical  center. 

Newly  appointed  members  of  the  board  are  Mrs. 
James  T.  Broyhill  of  Lenoir,  E.  Lawrence  Davis  III  of 
Winston-Salem.  Dr.  Claude  A.  McNeill  Jr.  of  Elkin 
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HOLLY  HILL  HOSPITAL— A  HOSPITAL  COMMUNITY 


— A  private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  19  Psychiatrists 

— A  consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient's 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a  24-hour  basis 


Fully  accredited  by  JCAH  for  adults,  ctiil- 
dren,  adolescents,  drug-alcotiol  abuse  and 
treatment 

Licensed  by  the  State  of  North  Carolina 


For  further  information,  please  contact: 

Mr.  Cliff  Christiansen,  Administrator 

Dr.  Robert  L.Green,  Jr.,  Medical  Director 

3019  Falstaff  Road 

Raleigh,  North  Carolina  27610 

(919)  755-1840 
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and  E.  J.  Prevatte  of  Southport.  Dr.  Joseph  E. 
Johnson  III,  professor  and  chairman  of  Bowman 
Gray's  Department  of  Medicine,  was  re-appointed  as 
the  professional  staff  member. 


Research  is  under  way  at  Bowman  Gray  to  deter- 
mine whether  a  diet  recommended  to  the  American 
public  b\  a  U.S.  Senate  committee  can  achieve  its  goal 
of  reducing  the  risk  of  developing  heart  disease. 

Dr.  Richard  St.  Clair,  professor  of  pathology,  and 
Dr.  Jon  C.  Lewis,  assistant  professor  of  pathology, 
are  conducting  the  research  with  a  grant  from  the 
National  Dairy  Council. 

The  dietary  recommendations  were  contained  in  a 
1977  report  from  the  Senate's  Select  Committee  on 
Nutrition  and  Human  Needs,  chaired  by  Sen.  George 
McGo\ern  of  South  Dakota. 

The  recommendations  primarily  are  intended  to  at- 
tack the  problems  of  high  plasma  cholesterol  concen- 
trations and  low  levels  of  high  density  lipoproteins  in 
the  plasma. 

The  committee  urged  Americans  to  reduce  from 
40%  to  30%  the  daily  amount  of  calories  received 
from  fat.  It  also  promoted  lowering  cholesterol 
consumption  from  the  current  daily  level  of  al- 
most 600  milligrams  to  less  than  300  milligrams.  And  it 
recommended  that  Americans  reduce  the  amount  of 
saturated  fat  in  their  diets  to  about  the  same  level  as 
their  consumption  of  unsaturated  fat. 


Because  research  elsewhere  has  shown  that  in- 
creasing the  amount  of  unsaturated  fat  in  the  diet 
promotes  the  development  of  gallstones,  and  that  a 
diet  high  in  unsaturated  fat  changes  the  function  of 
blood  platelets,  St.  Clair  and  Lewis  are  looking  for  any 
effect  the  recommended  diet  might  have  on  gallstone 
formation  and  blood  platelets. 

St.  Clair  and  Lewis  are  feeding  varying  diets  to  a 
group  of  .African  Green  Monkeys  to  study  the  Mc- 
Govern  committee's  recommendations.  Results  from 
the  work  are  expected  in  about  a  year. 


A  team  of  researchers  at  Bowman  Gray  are  inten- 
sively studying  three  types  of  white  blood  cells  with 
the  aid  of  six  recently  received  grants  worth  more  than 
$1  million. 

The  team  consists  of  Drs.  David  A.  Bass.  Joseph  E. 
Johnson  III,  Charles  E.  McCall.  Joseph  T.  O'Flaherty 
and  James  R.  Philip  from  the  Department  of  Medicine 
and  Dr.  Lawrence  R.  DeChatelet  from  the  Depart- 
ment of  Biochemistry. 

Bowman  Gray  research  on  white  cells  goes  back  a 
decade.  Results  from  that  work  have  been  published 
in  more  than  100  scientific  papers.  Early  in  the  1970s, 
researchers  reported  evidence  suggesting  that  vitamin 
C  may  be  involved  in  stimulating  white  cells  to  kill 
invading  bacteria. 

Work  done  at  the  school  was  instrumental  in  defin- 
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Vermox:the  only  anthelmintic 
highly  effective 
against  whipworm. 


Cure  Rate 

Egg  Reduction 

VERMOX® 

68%* 

93%** 
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45%  tt 

Antiminth^ 

Not  Indicated 
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Not  Indicated 

Also  highly  effective  against 
roundworm  and  hookworm 

Since  whipworm,  roundworm  and  hool<worm  are  all  soil-borne 
helminths,  mixed  infections  are  not  uncommon.  Only  one  anthelmintic 
exhibits  high  efficacy  rates  for  all  three  nematodes:  whipworm-68%; 
roundworm-98%;  hookworm-96%.That  agent  is  VERMOX® 

Please  see  following  page  for  Summary  of  Prescribing  Information. 
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TABLETS 
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Broad-spectrum 
coverage  in  mixed 
helminthic  infections 

m       /  TABLETS 

Vermox 

(mebendazole) 

Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and 
in  persons  who  tiave  stiown  hypersensitivity  to 
the  drug 

Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats 
at  single  oral  doses  as  low  as  1 0  mg  kg  Since 
VERMOX  may  have  a  nsk  of  producing  fetal  damage 
if  administered  during  pregnancy  it  is 
contraindicated  in  pregnant  women, 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years:  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit  risk  should  be  considered 

Adverse  Reactions  Transient  symptoms  of 
abdominal  pain  and  diarrhea  have  occurred  in  cases 
of  massive  infection  and  expulsion  of  worms- 

Dosage  and  Administration  The  same  dosage 
schedule  applies  to  children  and  adults  The  tablet 
may  be  chewed,  swallowed  or  crushed  and  mixed 
with  food  For  the  control  of  pinworm  (enterobiasis), 
a  single  tablet  is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichunasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  IS  administered,  orally,  morning  and 
evening,  on  three  consecutive  days, 

If  the  patient  is  not  cured  three  weeks  after 
treatment,  a  second  course  of  treatment  is  advised. 
No  special  procedures,  such  as  fasting  or  purging, 
are  required 

'  Mean  cure  rate  of  VERMOX  '  in  treating  whipworm: 
cure  rate  range  of  61  ■75°o-  Data  on  file  at  Janssen 
Pharmaceutica  Inc 

*  Mean  egg  reduction  of  VERMOX "  in  treating 
whipworm:  egg  reduction  range  of  70-99%.  Data  on 
file  at  Janssen  Pharmaceutica  Inc. 

"  Rollo,  l-M. :  Drugs  used  in  the  chemotherapy  of 
helminthiasis,  in  Goodman,  L.S:  and  Oilman,  A. 
(eds):  The  Pharmacological  Basis  of  Therapeutics. 
ed.  5.  New  York,  Macmillan,  1975,  p,  1034. 

^Miller,  M.J.;  Krupp,  I. M;  Little,  M.D;  Santos,  C. 
Mebendazole  an  effective  anthelmintic  for 
trichuriasis  and  enterobiasis.  JAMA  230  (10):  1412- 
1414,  Dec.  9,  1974 

1   Registered  trademark  of  Merck  Sharp  and  Dohme 

2.  Registered  trademark  of  Roerig. 

3,  Registered  trademark  of  Parke-Davis. 
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^Sl   New  Brunswick,  N.J.  08903 

Committed  to  research. . . 

because  so  much  remains  to  be  done. 


ing  a  white  cell  defect  which  greatly  reduces  the 
body's  ability  to  protect  itself. 

Now.  the  research  team  is  trying  to  further  explain 
how  the  presence  of  an  invader  is  recognized  by  white 
cells.  .■Xnother,  and  related,  area  of  interest  is  how  that 
recognition  is  communicated  to  a  white  cell's  internal 
structure  where  the  order  is  civen  to  kill  an  invader. 


The  Comprehensive  Epilepsy  Program  at  Bowman 
Gray  has  been  awarded  a  certificate  of  recognition 
from  the  National  .Association  of  Social  Workers. 

The  program  was  commended  for  its  contributions 
in  research,  in  promoting  community  awareness  of 
epilepsy  and  its  problems  and  for  its  direct  services  to 
clients. 

During  the  past  two  and  a  half  years,  the  staff  of  the 
Comprehensive  Epilepsy  Program  has  presented 
workshops  and  seminars  across  North  Carolina  for 
more  than  6.000  health  professionals  and  for  the  pub- 
lic. 

Last  summer,  the  program  began  an  Epilepsy  In- 
formation Service,  the  first  such  toll-free  telephone 
information  service  in  the  nation.  Though  the  service 
is  toll-free  only  in  North  Carolina,  the  service  has 
gotten  calls  from  people  in  30  states. 

The  program,  which  is  a  collaborative  effort  with 
the  University  of  Virginia,  is  one  of  five  centers  in  the 
country  doing  research  on  epilepsy. 


Dr.  Eben  .'\le\ander  Jr..  professor  of  neurosurgery, 
has  been  named  to  the  Liaison  Committee  on  Medical 
Education  of  the  .American  Medical  Association. 


Dr.  David  A.  Bass,  associate  professorof  medicine, 
has  been  named  editor  of  Infection  (iinl  lininnnitx. 


Dr.  Courtland  H.  Davis  Jr..  professor  of 
neurosurgery,  has  been  appointed  co-chairman  of  the 
Continuing  Education  Subcommittee  of  the  Univer- 
sity of  Virginia  Medical  .Alumni  .Association. 


Kate  B.  Garner,  instructor  in  human  development, 
has  been  selected  for  listing  in  Who's  Who  of  Ameri- 
can Women. 


Dr.  Julian  F.  Keith,  professor  and  chairman  of  the 
Department  of  Family  and  Community  Medicine,  has 
been  elected  to  a  three-year  term  as  president  of  Hos- 
pice of  Winston-Salem/Forsyth  County.  Inc. 


Dr.  James  G.  McCormick.  research  associate  pro- 
fessor of  otolaryngology,  has  been  selected  for  the 
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1980  edition  of  Who's  Who  in  the  South  and  South- 
west. 

Dr.  Paul  A.  Ribisl,  clinical  associate  in  medicine, 
has  been  installed  as  president  of  the  Southeastern 
Chapter  of  the  American  College  of  Sports  Medicine 
for  1980-81. 

Dr.  C.  Glenn  Sawyer,  professor  of  medicine,  has 


been  elected  a  Counselor  of  the  Association  of  Uni- 
versity of  Cardiologists. 


Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  has  been  elected  to  the 
editorial  board  of  Annals  of  Neurology.  He  also  has 
been  elected  to  the  National  Advisory  Neurological 
and  Communicative  Disorders  and  Stroke  Council  of 
the  National  Institutes  of  Health. 
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Saint  Albans  Psychiatric  Hospital 

An  accredited  private  nonprofit  psychiatric 
hospital  for  the  treatment  of  all  major 
psychiatric  illnesses,  including  alcoholism  and 
drug  abuse,  of  adults  and  adolescents. 


Radford,  Virginia  24141 
Telephone  703  639  2481 
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The  Senate  Finance  Committee  continues  its  con- 
sideration of  catastrophic  national  health  insurance 
(NHl)  proposal  with  Chairman  Russell  Long  (D-LA) 
determined  to  secure  a  favorable  vote. 

However,  the  budget-balancing  imperative  has 
made  committee  members  cautious  about  actions  that 
would  increase  federal  spending  next  year.  As  a  con- 
sequence, committee  approval  of  a  NHI  bill,  while  a 
giant  step  forward,  would  still  leave  the  measure  a 
long  way  from  adoption  by  Congress,  Senate  approval 
and  action  by  the  House  standing  in  the  way. 

A  majority  of  witnesses  appearing  before  the  Senate 
Finance  subcommittee  on  health  has  endorsed  com- 
petition in  the  health  care  field,  but  most  expressed 
some  reservations  about  the  so-called  "pro- 
competition""  measure  before  the  panel. 

Lowell  Steen,  M.D.,  board  chairman  of  the  Ameri- 
can Medical  Association,  said  the  AMA  supports  the 
principle  of  increased  competition  through  multiple 
insurance  options  for  employees.  However.  Dr.  Steen 
cautioned  that  "any  legislation  embodying  such  prin- 
ciples must  also  carry  sufficient  safeguards  to  protect 
the  purchaser  .  .  .  also  we  must  never  let  quality  be 
sacrificed  to  cost  considerations."' 

The  pro-competition  proposals  bring  new  consid- 
erations to  the  debate  over  national  health  insurance. 
Dr.  Steen  noted.  "The  goal  of  this  legislation  is  to 
lower  national  expenditure  for  health  care  by  assuring 
options  of  coverage  to  employees  under  employer 
health  plans.  .  .  ."'  The  current  tax  deduction  for  pre- 
mium purchase  and  for  individual  medical  costs  would 
be  sharply  curtailed  under  these  proposals  in  an  effort 
to  force  employers  and  individuals  to  seek  lower  cost 
plans,  including  health  maintenance  organizations. 

Dr.  Steen  said  the  vast  majority  are  protected  by 
health  insurance,  but  there  are  some  who  through  no 
fault  of  their  own  cannot  obtain  the  coverage  they 
need.  "'These  new  proposals  (pro-competition)  are 
not  designed  to  deal  with  this  problem,  and  in  some 
ways  .  .  .  may  even  exacerbate  it,""  he  told  the  sub- 
committee. 

The  present  tax  relief  for  employee  health  insurance 
benefits  has  been  spectacularly  successful  in  en- 
couraging health  insurance,  he  noted. 

He  said  changes  in  the  private  insurance  system  that 
would  help  close  gaps  in  coverage  include  minimum 
standards  of  adequate  benefits,  with  appropriate  de- 
ductible and  co-insurance:  a  simple  system  of  uniform 
benefits  by  federal,  state  and  local  governments  for 
those  unable  to  provide  for  their  own  medical  care: 
and  the  purchase  of  private  catastrophic  coverage. 
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"A  nationwide  program  could  be  instituted  by  the 
private  industry  (and  government  for  reinsurance  if 
necessary)  to  make  available  catastrophic  coverage 
for  protection  against  an  economically  devastating  ill- 
ness. We  call  upon  the  committee  to  consider  these 
points  when  reviewing  any  health  insurance  pro- 
posal."" 

Referring  to  the  bill  before  the  subcommittee,  spon- 
sored by  Sen.  Dave  Durenberger  (R-MN).  Dr.  Steen 
said  it  contains  no  mandate  that  the  employer  provide 
any  insurance,  and  the  employee's  participation  in 
any  plan  would  be  voluntary. 

■'The  AM.A  supports  competition  in  the  delivery  of 
medical  services,""  said  Dr.  Steen.  "Competition  at  its 
best  can  raise  the  quality  and  reduce  the  costs  of  care. 
Such  competition  is  promoted  in  the  Durenberger  Bill 
in  the  requirement  of  multi-plan  options,  but  there  are 
also  limiting  conditions.  .  .  ."" 

One  problem  is  that  current  law  already  requires  the 
option  of  comprehensive  benefits  provided  by  an 
HMO.  Since  there  would  be  no  corresponding  broad 
coverage  requirement  for  conventional  insurance  in 
the  bill,  competition  could  suffer,  according  to  Dr. 
Steen. 

Dr.  Steen  pointed  out  that  the  concept  of  increased 
competition  through  limitation  on  the  tax  exclusion  by 
employees  with  respect  to  employer-paid  premium 
and  a  system  of  cash  rebates  for  low-cost  plan  selec- 
tion was  contained  in  a  recommendation  of  the  Na- 
tional Commission  on  the  Cost  of  Medical  Care  — 
which  has  received  AM.A  approval. 

"However,  we  have  reservations  about  a  program 
that  might  encourage  the  individual  to  acquire  less 
coverage  than  is  desirable,"'  said  Dr.  Steen. 


Government  support  for  medical  education  is 
needed  to  bridge  the  gap  between  private  resources 
and  the  costs  of  medical  education,  the  AMA  has  told 
Congress. 

Noting  that  legislation  has  been  introduced  to  elimi- 
nate capitation  grants  for  medical  schools,  the  .AMA 
said  such  aid  "has  been  a  valuable  investment  of  pub- 
lic funds  to  improve  the  quality  and  availability  of 
medical  education."  Medical  schools  use  these  funds 
according  to  their  specific  needs  and  the  needs  of  their 
communities,  the  AMA  noted. 

C.  William  Ruhe.  M.D..  Senior  Vice  President  of 
the  AMA,  testifying  on  the  opening  health  manpower 
hearings  of  Congress  before  the  Senate  Human  Re- 
sources Health  Subcommittee,  said  that  loss  of  gen- 
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eral  institutional  support  would  cause  schools  to  seek 
other  funds,  possibly  through  tuition  increases,  and 
that  the  quality  and  availability  of  medical  education 
would  be  harmed. 

In  addition  to  general  support,  special  project  grants 
serve  to  influence  directions  in  medical  education.  Dr. 
Ruhe  said.  "With  special  project  grants,  each  institu- 
tion may  judge  whether  it  can  and  should  participate, 
based  on  many  factors  including  curriculum 
strengthening  and  community  needs,"  he  said. 

The  AM  A  official  endorsed  a  system  of  government 
guaranteed  loans,  with  interest  subsidies,  as  the  most 
effective  means  of  generating  funds  from  private 
money  markets  for  modernization  of  schools. 

The  AMA  also  supported  special  assistance  for 
schools  with  financial  problems  that  threaten  the 
quality  of  their  programs  and  their  continued  opera- 
tion. "Such  assistance,  however,  should  not  become  a 
permanent  crutch  for  faltering  schools,"  Dr.  Ruhe 
said.  "Rather,  it  should  be  geared  to  overcoming  im- 
mediate needs  and  lead  to  financial  stability." 

On  the  question  of  student  aid,  "We  are  deeply 
concerned  by  the  financial  pressures  placed  on  stu- 
dents, and  we  firmly  believe  that  access  to  medical 
education  must  not  be  limited  on  the  basis  of  income," 
Dr.  Ruhe  testified. 

He  noted  that  the  AMA,  through  its  foundation, 
operates  its  own  guaranteed  loan  program  for  medical 
students  and  resident  physicians.  Since  the  inception 


of  this  program  in  1962.  more  than  $95  million  in  loans 
have  been  so  guaranteed. 

"Our  resources,  however,  are  not  sufficient  to  meet 
an  ever  growing  demand  in  the  face  of  rising  tuition 
costs,"  Dr.  Ruhe  said.  "It  is  essential  that  govern- 
ment at  all  levels  take  steps  to  assure  students  con- 
tinued access  to  adequate  resources. 

"Student  assistance  must  be  of  the  highest  priority 
for  government  acition  .  .  .  effective  mechanism  for 
government  participation  is  a  program  of  guaranteed 
loans,"  Dr.  Ruhe  said.  Such  a  guarantee  serves  to 
minimize  the  strain  on  government  resources  and 
helps  students  and  newly  licensed  physicians  "to 
make  intelligent  career  choices,"  the  AMA  official 
said. 

Dr.  Ruhe  said  the  AMA  also  supports  other  aid.  For 
example,  contractual  service  arrangements  (between 
students  and  resident  physicians  and  organizations 
such  as  the  armed  forces  or  other  governmental  ser- 
vices) are  one  option.  Scholarships  for  exceptional 
students  should  be  encouraged  while  financial 
grants-in-aid,  without  obligations  for  repayment, 
should  be  available  for  economically  disadvantaged 
students.  "We  encourage  both  the  states  and  the  fed- 
eral government  to  make  these  kinds  of  options  avail- 
able so  that  students  can  make  choices  according  to 
their  needs  and  abilities,"  Dr.  Ruhe  said. 

New  physicians  should  be  free  to  repay  a  govern- 


FOR  THE  CHEMICALLY  DEPENDENT 

At   the  Charlotte  Treatment   Center  we  believe 
that  those  who  suffer  from  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease. 

•  Full  time  physician  •  Professional  counseling  staff 

•  Psychiatric  consultant    •  Family  program 

•  Registered  nurses  •  After-care  program 


CharlotteTreatifient  Center 


p.  O.  Box  240197. 1715  Sharon  Road  West,  Ctiarlotle,  N.C.  28224 


For  Information  Call  (704)  554-0285  |  1, " 

Jamie  Carraway.  Executive  Director  '  *er 

Rex  R.  Taggart,  M.D.,  Medical  Director 
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merit  loan  directly,  or  to  participate  in  a  program  of 
service  in  lieu  of  payment.  Dr.  Ruhe  testified. 

The  AM.A  supported  the  continuation  of  the  Na- 
tional Health  Service  Corps  "as  a  beneficial  method  of 
providing  medical  services  in  underserved  areas."" 

The  .\M.\  also  endorsed  continued  federal  assis- 
tance to  programs  of  basic  nurse  training,  adding  that 
federal  assistance  should  be  provided  to  the  training 
institution  as  well  as  to  the  student. 


President  Carter  has  vetoed  legislation  increasing 
the  pay  and  benefits  of  military  physicians  and  other 
health  professionals. 

In  a  message  to  Congress.  Carter  said  he  wanted  to 
reiterate  his  "commitment  to  alleviate  the  shortage  of 
physicians  in  the  armed  forces""  and  urged  the  law- 
makers to  tailor  the  legislation  "in  a  fiscally  responsi- 
ble manner." 

He  said  expansion  of  the  law  covering  military 
physicians"  pay  would  increase  federal  spending  by 
some  $170  million  for  the  years  through  1985. 

Under  the  bill,  which  had  been  approved  only  a 
week  before  by  Congress,  a  military  physician  could 
have  earned  as  much  as  S7I.000  a  year. 

The  pay  system  in  the  bill  authorized  bonuses  for 
physicians  who  became  board  certified  in  medical 
specialties.  This  was  singled  out  for  criticism  by 
President  Carter. 

Other  reasons  for  the  Carter  veto;  the  bill  should  not 
have  included  Public  Health  Service  Commissioned 
Corps  and  should  not  have  covered  non-physicians. 

Sen.  Hart  (D-CO)  has  introduced  legislation  aimed 
at  meeting  President  Carter's  objections  to  the  mili- 
tary physician  pay  bonus  bill.  Similar  legislation  is 
being  offered  in  the  House.  Hart,  a  member  of  the 
Senate  Armed  Services  Committee,  said  quick  action 
is  needed  in  order  to  preserve  the  military  medical 
corps. 


The  AMA  and  other  partners  in  the  Voluntary  Ef- 
I  fort  to  contain  health  care  costs  have  warned  Presi- 
I  dent  Carter  against  pushing  his  long-stalled  hospital 
[cost  containment  bill. 

James  Sammons,  M.D..  executive  vice  president 
I  of  the  AMA.  told  reporters  following  the  White  House 
jmeeting  that  he  tlnds  it  "very  hard  to  understand" 
I  why  Carter  opposes  mandatory  wage-price  controls 
|but  favors  hospital  cost  constraints. 

"In  1978  and  1979  doctors"  fees  have  increased  at  a 
llower  rate  than  the  Consumer  Price  Index.""  Sammons 
said.  "That  says  to  us  we"re  doing  it  voluntarily."" 

However,  the  White  House  rejected  the  advice. 
"We  will  continue  to  press  for  hospital  cost  contain- 
ment,"" said  White  House  Press  Secretary  Jody  Pow- 
ell. "If  you  just  look  at  health  costs  over  the  past 
several  months,  that  is  an  important  area  to  which 
inflation  has  spread."" 
The  cost  containment  bill  was  watered  down  into  a 


voluntary  program  in  the  House  last  year  and  never 
made  it  to  the  Senate  floor. 


Undaunted  by  hostile  congressional  actions.  Fed- 
eral Trade  Commission  Chairman  Michael  Pertschuk 
says  he  plans  to  continue  investigations  of  physician 
activities. 

He  has  told  a  House  .Appropriations  subcommittee 
the  FTC  will  focus  on  "'concerted  actions'"  by  health' 
providers  who  "may  seek  to  obstruct  cost-contain- 
ment programs.""  He  mentioned  possible  boycotts  of 
health  maintenance  organizations,  and  possible 
"price  fixing  conspiracies  and  boycotts  designed  to 
thwart  insurers"  cost-containment  programs."" 
Pertschuk  also  said  the  FTC  will  continue  to  keep  its 
eye  on  the  relationships  between  physician  groups  and 
Blue  Shield. 

The  Senate  failed  by  only  a  few  votes  recently  to 
exempt  physicians  from  FTC  jurisdiction.  Congress 
has  been  holding  up  FTC  appropriations  and  the 
agency  faces  the  need  for  long-term  funding  in  order  to 
keep  operating. 


HEW  secretary  Patricia  Harris  is  upset  at  the  length 
of  time  it  takes  the  Food  and  Drug  Administration  to 
process  final  drug  determination.  She  told  a  House 
Commerce  Subcommittee  that  "nothing  has  frus- 
trated me  as  much  in  the  past  seven  months  as  trying 
to  get  a  handle  on  the  time-frame  at  FDA."" 

"It"s  clear  I'm  going  to  have  to  take  over  some  of 
the  administration  myself,""  Harris  added.  "I  asked 
FDA  why  it  has  taken  five  years  (to  finalize  regula- 
tions denying  reimbursement  for  ineffective  and  pos- 
sibly defective  drugs)  and  they  have  not  answered 
me."" 

The  H  EW  Secretary  said  she  is  assigning  a  personal 
staff  member  to  speed  things  up  at  the  FDA. 


The  House  Government  Operations  Committee  has 
approved  the  Federal  Privacy  of  Medical  Information 
Act,  restricting  the  release  of  medical  information  and 
allowing  patients  to  examine  their  own  records  in  in- 
stitutions. The  committee  vote  was  26-7. 

Six  dissenting  Republicans  said  that  health  care 
ought  to  be  regulated  by  the  states.  They  questioned 
whether  there  were  sufficient  abuses  to  make  the 
legislation  necessary.  A  vote  is  expected  this  spring  by 
the  House.  Similar  legislation  is  before  the  Gov- 
ernmental .■\ffairs  Committee  in  the  Senate. 

Under  the  bill,  patients  in  a  federally  supported 
institution  or  facility  would  have  the  right  to  inspect 
records  about  themselves  and  seek  corrections,  if 
necessary.  Penalties  are  provided  for  improper  re- 
lease of  patient  information.  The  bill  does  not  cover 
the  offices  of  individual  physicians. 

The  Health,  Education  and  Welfare  Department, 
abbreviated  as  HEW  all  these  years,  adopted  a  new 
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name  officially  on  May  5  —  the  Department  of  Health 
and  Human  Services  (HHS).  That's  the  date  the  new 
Department  of  Education  was  launched,  stripping  the 
"E""  out  of  the  HEW.  The  HHS  acronymn  imfortu- 
nately  looks  a  lot  like  the  other  acronyms  that  abound 


at  the  HEW  Department,  especially  the  HSA  of  the 
Health  Services  Administration.  HEW  was  almost 
christened  the  Welfare  Department  at  birth  in  the 
early  1950s,  but  the  late  Sen.  Robert  Taft  (R-OH) 
balked  at  the  implication  of  a  welfare  state. 
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LLOYD  DAVIS  MILLER,  M.D. 

Dr.  Lloyd  Davis  Miller,  65,  of  Marion  died  De- 
cember 22,  1979,  after  an  extended  illness.  He  had 
retired  October  I,  1974,  after  30  years  of  practice  in 
Marion.  A  native  of  Radford,  Va.,  Dr.  Miller  was  a 
graduate  of  the  Medical  College  of  Virginia.  He  served 
internships  with  the  U.S.  Public  Health  Hospital  in 
Staten  Island,  N.Y.,  and  Rex  Hospital,  Raleigh.  He 
was  a  Naval  officer  in  World  War  II  in  the  Pacific  and 
at  the  Naval  Hospital  in  Charleston,  S.C.  He  con- 
tinued his  education  after  the  wai'  at  the  Georgia  Bap- 
tist Hospital  in  Atlanta  and  at  the  University  of 
Pennsylvania  in  Philadelphia. 

Dr.  Miller  was  a  deacon  of  the  First  Presbyterian 
Church,  a  director  of  the  First  Federal  Savings  and 
Loan  in  Marion,  a  member  of  the  American  Medical 
Association  and  a  member  of  the  North  Carolina 
Medical  Society.  He  was  a  former  member  of  the 
Marion  Lake  Club  and  was  a  member  of  the  Ponte 
Verda  Club  in  Ponte  Verda  Beach,  Fla. 

He  is  survived  by  his  wife,  the  former  Jane  Hartsell; 
two  sons,  Lloyd  Davis  Miller,  Jr..  of  Savannah.  Ga., 
and  David  Hartsell   Miller  of  Asheville:  a  brother. 


Allan  Miller  of  Bristol,  Va.;  and  three  sisters,  Agnes 
Harpine  of  Harrisonburg,  Va.,  Margaret  Glessner  of 
Bristol,  Tenn.,  and  Virginia  Worley  of  Raleigh. 

McDowell  county  medFcal 
and  dental  society 


GEORGE  THOMPSON  NOEL,  M.D. 

Dr.  George  Thompson  Noel  of  Concord  died 
November  17,  1979. 

An  active  member  and  former  president  of  the 
Cabarrus  County  Medical  Society,  Dr.  Noel  practiced 
his  speciality  of  ophthalmology  to  the  benefit  of  thou- 
sands of  patients  in  this  commimity.  He  was  a  leader  in 
North  Caiolina  ophthalmological  circles  and  spent 
many  hours  with  legislative  committees  in  his  effort  to 
maintain  the  highest  degree  of  excellence  in  eye  care. 

Dr.  Noel  was  an  exemplary  husband  and  father  and 
a  devoted  leader  in  his  church.  He  was  held  in  highest 
esteem  by  his  colleagues  and  loved  by  all  who  came 
into  contact  with  him. 

CABARRUS  COUNTY  MEDICAL  SOCIETY 
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Classified  Ads 


THE  NAVY  MEDICAL  CORPS  currently  has  openings  in  the  U.S. 
and  abroad  for  physicians  in  many  specialties.  You  may  choose  to 
accept  your  commission  as  a  Naval  Officer  only  when  satisfied  with 
your  initial  assignment.  Starting  salary  is  comparable  to  a  $140,000 
practice.  Regular  working  hours  and  .10  days  paid  vacation  annu- 
ally allows  you  time  to  enjoy  family,  friends,  and  hobbies.  The 
Physician  Programs,  Navy  Recruiting  District,  1001  Navaho  Drive, 
Raleigh,  N.C.  27609.  Call  toll  free  in  North  Carolina  1-800-662- 
7568  or  919/872-2547  collect. 

WANTED  IMMEDIATELY  —  Internist  Board  Certified  or  Eligible, 
with  or  without  sub-specialty  to  join  busy  medical  practice.  Ex- 
cellent professional  growth  as  well  as  top  starting  salary  with  incen- 
tive. P.O.  Box  20928,  Greensboro,  N.C.  27420,  (919)  272-4918. 

POSITION  WANTED:  Child,  Adolescent,  Adult  Psychiatrist,  38, 
board  elig.,  N.C.  lisc.  seeks  relocation  in  N.C.  University  trained: 
experience  in  individual,  group  and  family  therapy:  consultation: 
pediatric  liaison  and  supervision.  C.V.  available.  Write  Michael  K. 
Levitt,  M.D.,  2957  Bloomfield  Park  Dr.,  West  Bloomfield,  Michi- 
gan 48033. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  AND  LOCUM 
TENENS  to  work  for  expanding  established  multi-specialty  group; 
118  JCAH  hosp.,  delightful  small  historic  town  on  Albemarle 
Sound:  Salary  &  '^r.  Life,  health,  disability,  malpractice  insc,  etc. 
All  available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medi- 
cal Center,  Edenton,  NC,  27932.  Tel:  (919)  482-2116. 

EMERGENCY  PHYSICIANS  —  Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal,  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
cians, P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521  i  in 
North  Carolina  (800)  672-1665. 


EMERGENCY  PHYSICIANS  —  Full  Time  —  Directorships  avail- 
able. Immediate  openings  in  coastal.  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

G.P.  retiring.  Lucrative  practice  in  rapidly  growing  Piedmont  area  of 
N.C.  Small  town  with  130  bed  hospital  nearby.  Thirty  minutes  from 
large  metropolitan  area.  Centralized  office  site  and  equipment 
available.  Please  reply  to  NCMJ-15,  P.O.  Box  27167,  Raleigh,  N.C. 
27611. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician's  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician's 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P. A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morgantdn,  N.C.  28655.  Home  telephone:  (704)433-4914 
(after  5:00  p.m.):  work  telephone  (704)  433-2514  (8:00  a.m. -5:00 
p.m.) 

NORTH  CAROLINA  —  Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  —  excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach,  Virginia  2.1452  (8(M)  486-0844. 

VIRGINIA  —  Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  Guaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia  23452  (804)  486-0844. 
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Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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ROCHE 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


Double 

strength 

Tablets 


■  Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■  Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■  Low  incidence  of  bacterial  resistance  in  community 
practice 


■  Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■  Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a  summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli.  Klebsiella-Enterobacter,  Proteus 
mirabilis.  Proteus  vulgaris.  Proteus  morganii  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a  single  effective  antibacterial  agent  rather 
than  the  combination.  Wofe,  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carina  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9  months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register.  3720527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A  laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a  likely  re- 
sponse "Resistant"  indicates  that  response  is  unlikely 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  vi^ith  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a  signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
Dr  hepatic  function,  possible  folate  deficiency  severe  allergy  or 
Dronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency  hemolysis,  frequently  dose-related,  may 
Dccur  During  therapy  maintain  adequate  fluid  intake  and  perform 
sequent  urinalyses,  with  careful  microscopic  examination,  and 
'enal  function  tests,  particularly  where  there  is  impaired  renal 
'unction. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
:rimethoprim  are  included,  even  if  not  reported  with  Bactrim, 
3/ood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
ic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
lypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
lons:  Erythema  multiforme,  Stevens-Johnson  syndrome, 
jeneralized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
•.ickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
aeriorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
:ation,  arthralgia  and  allergic  myocarditis  Gastrointestinal  reac- 
'ons:  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
lepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L-  E,  phenomenon  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients, 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1  DS  tablet 
(double  strength),  2  tablets  (single  strength)  or  4  teasp  (20  ml) 
bid,  for  10-14  days. 

Recommended  dosage  for  children — 8  mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days,  A  guide  follows; 

Children  two  months  of  age  or  older 


Weight 
lbs            kgs 

20               9 
40              18 
60             27 
80             36 

Dose- 
Teaspoonfuls 

1  teasp,  (5  ml) 

2  teasp  (10  ml) 

3  teasp,  (15  ml) 

4  teasp,  (20  ml) 

—every  12  hours 
Tablets 

V2  tablet 

1  tablet 

1 '72  tablets 

2  tablets  or  1  DS  tablet 

For  patients  with  rena 

impairment; 

Creatinine 
Clearance  (ml/mm) 

Recommended 
Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Va  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  cannii  pneumonitis:  Recommended  dosage; 
20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6  hours  for  14  days  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose*  packages  of  100,  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose'*  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  I 

Nutley  New  Jersey  071 1 0 

Please  see  back  cover. 


own  high  clinical  effectiveness  in  recur- 
Ja  result  of  its  wide  spectrum  and  dis- 
icrobial  action  in  the  urinary,  vaginal  and 
iisttnal  tracts. 

I^bafiiiity  of  recurrent  urinary  tract  infection 
|J8%e  enhanced  bythe  establishment  of  large 
1^^.  coli  or  other  urinary  pathogens  on  the 
^*'iitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vagindl  fluid  in  effective  concen', 
trations,  thus  combating  migration  of  pathogens  into  ■ 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  £nfe 
bacteriaceae  in  the  bowel  without  the  emergerfce  of  re 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  intr 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora 


fights  uropathogens  in  the 
urinary  tract/vaginal  tract/iower  intestinai  trad 


Please  see  reverse  side  for  summary  of  product  information. 
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Nowt  two  dosage  forms 

Nolfon 

fenoprofen  calcium 

300-mgi  Pulvules'and  600-m^  Tablets 


DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

•Present  as  345.9  mg.  and  691.8  mg.  of  the  calcium  salt  of  fenoprofen 
ditiydrate  equivalent  to  300  mg.  and  600  mg.  fenoprofen  respectively. 


1980  Committee  Conclave 
Sept.  24-28— Southern  Pines 


1981  Annual  Sessions 
May  7-10 


Aspects  ojmanagemeni 


' 


Monitoring  patient 

response  to\^Um(diazepam/Roche) 


Assessing  inirial  response  to  therapy 


During  the  first  follow-up  visit  after  initiating 
therapy,  both  physician  and  patient  should  de- 
termine if  Valium  (diazepam/Roche)  is  having 
the  desired  effect.  Most  patients  will  prompt- 
ly report  a  feeling  of  relaxation  and  relief  of 
_   anxiety-linked  symptoms  such  as  insom- 
nia, headaches,  palpitations  and 
hyperventilation. You  will  probably 
observe  that  the  patient  is  calmer 
and  more  relaxed.  If,  however, 
patient  response  does  not  meas- 
ure up  to  expectations,  a  reeval  - 
nation  of  the  patient's  profile 
with  modification  of  the  dosage 
regimen  should  be  considered. 


"A 


Making  dosage  adjustments 


START 


ADJUST 


With  any  psychoactive  medication  it  is 
good  medical  practice  to  initiate  therapy  at 
base  dosage  levels  and  titrate  to  the  patient's 
needs.  With  Valium,  experience  has  shown 
ihat  5  mg  t.i.d.  is  usually  sufficient  although 
some  patients  with  severe  or  persistent  anxiety 
may  require  higher  dosages  initially.  In  geriat- 
ric or  debilitated  patients,  the  recommended 
dosage  is  2  to  21/2  mg  once  or  twice  daily. 
When  anxiety  fluctuates,  as  is  common  with  most  patients,  the  dosage  may 
be  adjusted  as  needed  during  the  course  of  therapy;  three  strengths  in  scored 
tablets  give  you  unmatched  flexibility  and  simplicity  in  individualizing  dosage. 


(  2mg  j  to  MOn- I 

2x  to  4x 
daily 


u. 


Evaluating  progress 
toward  therapeutic  goals 

At  the  beginning  of 
therapy  it  is  now 
common  practice  for 
both  physician  and 
patient  to  establish 
treatment  goals  and  to 
estimate  the  amount  of 
time  needed  to  achieve 
them.  Then  the  patient 
knows  what  to  expect 
and  when  to  expect  it. 
Some  physicians  find  that  compiling  a  checklist  of  present- 
ing symptoms  and  complaints  is  useful  for  assessing  the 
patient's  response  from  visit  to  visit.  In  this  way,  progress 
toward  attainment  of  the  therapeutic  goal  is  reviewed  at  reg- 
ular intervals.  As  patients  feel  their  symptoms  abate  and 
begin  to  develop  insight  into  the  sources  of  their  anxiety  and 
psychic  tension,  the  checklist  can  be  expected  to  dwindle. 


SET  GCALS 

1 
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Discontinuing  pharmacologic 

mterVentlOn   when  you  decide  to  discontinue 

therapy,  tapering  dosag*  ,,.3, 
is  good  medical  practic  i«i! 
Although  rarely  nee-  '  S 
essary  after  short-term  .  ; « 
treatment  with  Valium,  I 
gradual  dosage  reductic 
is  advisable  for  patient^ 
who  have  been  on  ex-  | 
tended  therapy.  This  gre- 
ual  discontinuance 
should  preclude  either 
recurrence  of  pretreatment  symptoms  or  development  of  un- 
toward side  effects.  Symptoms  of  withdrawal  have  almost  al 
ways  been  associated  with  abrupt  discontinuance  of  therapy 
higher  dosages  taken  continuously  over  long  periods  of  time 


2-mg,  5-mg,  lO-ing  scored  tablets 

® 


nnpuc  \  See  the  following  page  for  a  summary 
/^  of  product  information. 


An 


diazepam/Roche 

Important  Adjunct  to\bur Treatment 
Program  for  Excessive  Anxiety 


1*1 

•Is, 


& 


I 


V^lUm  (diazepam/Roche)  ® 

Before  prescribing,  please  consult  complete 
product  tnformatlon.  a  summary  of  which 
follows: 

Indications:  Tension  and  anxiely  associaled 
wilh  anxiely  disorders,  transient  situational  dis- 
turbances and  tunclionai  or  organic  disorders, 
psychoneurotic  stales  manilested  by  tension. 
anxiety,  apprehension,  fatigue,  depressive 
symploms  or  agitalion.  symptomatic  rehel  of 
acute  agitation,  tremor,  delirium  tremens  and 
hallucmosts  due  to  acute  alcohol  withdrawal, 
ad)unctively  in  skeletal  muscle  spasm  due  to 
leflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis, stifl-man  syndrome,  convulsive  disorders 
(not  for  sole  Iherapy) 

The  eflectivenoss  ol  Valium  (diazepam/Roche) 
m  long-term  use.  that  is,  more  than  4  months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  uselulness  of  the  drug  lor  the  individual 
palieni 

Contraindlcated:  Known  hypersensitivity  to 
the  drug  Children  under  6  months  oi  age 
Acute  narrow  angle  glaucoma,  may  be  used 
m  patients  with  open  angle  glaucoma  who 
are  receiving  approprtale  Iherapy 
Vfernings:  Not  ol  value  m  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
ad|unctively  m  convulsive  disorders,  possibility 
of  increase  m  frequency  and'or  seventy  ol 
grand  mal  seizures  may  require  increased  dos- 
age ol  standard  anticonvulsant  medication. 
abrupt  withdrawal  may  be  associated  wilh  tem- 
porary increase  m  frequency  and  or  seventy  ol 
seizures  Advise  agamst  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbi- 
turates and  alcohol  have  been  observed  wtih 
abrupt  discontinuation,  usually  limited  to  ex- 
lended  use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  re- 
ported following  abrupt  discontinuation  ol 
benzodiazepines  alter  continuous  use.  generally 
at  higher  therapeutic  levels,  for  at  least  several 
months  Alter  extended  iherapy,  gradually  laper 
dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  ol  their  predisposi- 
tion to  habituation  and  dependence 
Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 
Precautions:  II  combined  with  other  psycho- 
tropics or  aniiconvulsanis.  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothtazines.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  aniidepressanis  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  m  impaired  renal  or  hepatic 
lunclion   Limil  dosage  to  smallest  ellective 
amouni  m  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  contusion,  diplopia, 
hypotension,  changes  m  libido,  nausea,  fatigue, 
depression,  dysarlhna,  laundice,  skm  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision   Para- 
doxical reactions  such  as  acute  hyperexcled 
states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  laundice,  periodic  blood  counts 
and  liver  lunclion  tests  advisable  during  long- 
term  therapy 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults   Tension,  anxiety  and  psycho- 
neurotic stales.  2  to  10  mg  b  I  d  lo  q  i  d  , 
alcoholism,  10  mg  lid  or  q.i  d   m  first  24  hours, 
then  5  mg  1 1  d  or  q  i  d  as  needed.  ad|unctively 
in  skeletal  muscle  spasm.  2  to  10  mg  1 1  d  or 
q  I  d  ,  adjunctively  m  convulsive  disorders.  2  lo 
10  mg  b  I  d  to  q  i  d  Genatnc  or  debilitated 
patients   2  to  2V2  mg,  1  or  2  times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Pre- 
cautions )  Children    i  to  2V2  mg  t  i  d   or  q  i  d 
initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6  months) 
Supplied:  Valium^  Tablets,  2  mn   5  mg  and 
10  mg— bottles  of  100  and  500.  Tel-E-Dose'^ 
packages  ol  100.  available  m  trays  of  4  reverse- 
numbered  boxes  of  25   and  m  boxes  containing 
10  strips  of  10.  Prescription  Paks  of  50,  available 
in  trays  of  10 

/  \    Roche  Laboratories 

\  ROCHE  >  Division  of  Hoflmann-La  Roche  Inc. 
\  yfei  Nutley,  New  Jersey  07110 
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whereas  the  Money? 


Your  billings  say  you've  made  it, 

but  your  checkbook  doesn't  show  it. 

Where's  the  money? 

Because  doctors  are  often  among  the  last 

to  be  paid,  you're  tax  rich  but  cash  poor. 

That's  where  MFS  can  help  you.  Our 

Instant  Reimbursement  Plan  provides  you 

with  instant  payment  for  all  services* 

rendered  without  any  departure  from  your 

current  office  procedures. 


In  today's  economy,  what's  the 

cost  to  you  of  not  having  your  money 

immediately? 

We  know  that  doctors  need  cash  for 
practice  expansion,  investments  and  many 
other  important  purposes.  Call  us  for  more 
information.  We  can  help  you  with  your 
specific  needs. 

'excluding  Medicaid  and  assigned  Medicare. 
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MANDALA  CENTER  HOSPITAL 

From  time  to  time  individuals  may  experience  extreme  problems  in  living.  When  this  happens,  it  may 
become  necessary  to  seek  help  from  experienced  members  of  the  medical  and  helping  professions. 
Mandala  Center  is  an  uncommon  program  dedicated  to  bringing  to  individuals  an  awareness  of  the 
source  of  their  distress  and  help  them  find  resolutions  to  their  problems. 

Mandala  Center  is  a  JCAH  accredited,  private  psychiatric  hospital  that  specializes  in  the  treatment  of 
psychiatric  illness,  drug  addiction,  and  alcoholism.  The  hospital  was  established  in  1972  and  is 
founded  upon  an  interdisciplinary  treatment  approach.  The  75-bed  facility  is  located  in  Winston- 
Salem,  NC,  on  a  15-acre  site,  and  offers  a  full  range  of  therapeutic  modalities.  Under  medical 
supervision,  the  treatment  team  consists  of  psychiatrists,  psychologists,  pastoral  counselors,  social 
workers,  psychiatric  nurses,  mental  health  workers  and  activities  therapists.  General  medical  care  and 
special  medical  problems  are  provided  for  by  the  consulting  staff. 

Adults  and  adolescents  may  enter  the  program  which  handles  all  categories  of  emotional  and 
mental  dysfunction. 


MEDICAL  STAFF 

Bruce  W  Rau,  MD..  Medical  Director 

Roger  L.  McCauley,  MD. 

Larry  T.  Burch,  MD. 

Edward  H.  Weaver,  MD. 

Robert  W.  Gibson,  MD, 

James  Mattox.  MD. 

Ali  Jarrahi.  MD. 

Selwyn  Rose,  MD. 

Glenn  N.  Burgess,  MD. 


MANDALA  CENTER,  INC. 

3637  Old  Vineyard  Road 

Winston-Salem,  N.C.  27104 

(919)  768-7710 


MEMBERSHIP  IN: 

N  C,  Hospital  Association 
National  Association  of  Private 

Psychiatric  Hospitals 
Blue  Cross  Contracting  Hospital 

Medicare.  Medicaid  approved 


For  Information,  please  contact: 
Richard  V.  Woodard,  Administrator 


Towards  Wholeness 


NORTH  CAROLINA  MEDICAL  SOCIETY 
APPROVED  INSURANCE  PROGRAMS 

Major  Hospital  and  Nurse  Expense  Insurance 

$25,000  maximum  benefit:  choice  of  deductibles  from  $1 00  to  $1 ,000:  benefits 
paid  regardless  of  other  insurance 

In  Hospital  Indemnity  Insurance 

Benefits  available  from  $30  to  $75  per  day:  pays  regardless  of  other  insurance 

Excess  Major  Medical  Insurance 

$250,000  maximum:  choice  of  $15,000  or  $25,000  deductible 

Term  Life  Insurance 

Coverage  from  $10,000  to  $100,000:  dependents  and  employees  eligible 

Business  Overhead  Expense  Insurance 

Monthly  benefits  from  $200  to  $3,000  per  month :  benefits  payable  after  31  days 
of  disability  retroactive  to  the  first  day  of  disability:  benefits  payable  up  to  1 2 
consecutive  months:  premiums  are  tax  deductible  as  a  business  expense 

Each  of  the  above  plans  may  qualify  for  use  by  professional  corporations. 

We  have  been  working  with  physicians  in  North  Carolina  for  more  than  40 
years. 


WRITE  OR  CALL  FOR  FURTHER  INFORMATION 

GOLDEN-BRABHAM  INSURANCE  AGENCY,  INC. 

108  East  Northwood  St.,  P.O.  Drawer  6395 

Across  Street  from  Cone  Hospital 

Greensboro,  N.C.  27405 

Tel:  (919)  2753400  or  275-5035 
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Endorsed  &  Approved  for  eli^ble  members  since  1939 

Official  Disability  Income  Plan 


•A  ^  Oi. 


What 
it  means 


to  you 


•  •  • 


►ur  40th  year 

of  Professionals  Serving  Professionals 

jjMmeans  the  "HALLMARK  OR  RELIABILITY" the  peace  of  mind  in  knowing  that  there  would  be  adequate 

ome  to  insure  your  lifestyle  should  you  be  disabled  to  practice  your  profession. 

le,  at  CRUMPTON  COMPANY,  specialize  in  the  professional  Disability  field  and  pay  all  claims  personally  (Last 
lar  alone,  over  one  million  dollars  to  disabled  physicians  in  North  Carolina).  The  record  is  well  known.  Let  us  know 
Iw  we  may  assist  you  by  calling  or  writing  to  us  for  information. 


J.  L.  ^  J.  SLADE  CRUMPTON 

INCORPORATED 
PROFESSIONAL  GROUP  INSURANCE  ADMINISTRATORS 


Academy  Center  •  3001  Academy  Road  •  P.O.  Box  8500  •  Durham.  N.C.  27707  •  (919)  493-2441 
APPROVED  INSURERS  TO:  N.C.  Medical  •  N.C.  Dental  •  N.C.  Bar  Groups  •  N.C.  Engineers  •  N.C.  AlA  •  N.C.  CPA's 


REPRESENTATIVE  POSITIONS  IN 
THE  NAVY  MEDICAL  CORPS 

(This  list  does  not  contain  all  specialties  needed,  and  some  positions  listed  may 
not  be  open  at  this  time.  You  can  investigate  these  and  other  situations  without 
any  obligation  or  commitment.  Contact  LT  Joe  Bryan,  Navy  Recruiting  District, 
1001  Navaho  Drive,  Raleigh,  N.C.  27609  or  call  toll  free  1-800-662-7568.) 
Undersea  medicine  and  flight  surgery  are  open  to  most  specialties. 


ANESTHESIOLOGY 

Camp  Lejeune,  N.C. 
Corpus  Christi.  Tx. 
Great  Lakes,  III. 
Philadelphia,  Pa. 
Portsmouth,  Va. 
Memphis,  Tn. 

DERMATOLOGY 

Corpus  Christi,  Tx. 
Great  Lakes,  III. 
Guam,  Mariana  Is. 
Jacksonville,  Fl. 
Long  Beach,  Ca. 
Oakland,  Ca. 
Orlando,  Fl. 
Philadelphia,  Pa. 
Portsmouth,  Va. 
San  Diego,  Ca. 

FAMILY  PRACTICE 

Cherry  Point,  N.C. 

Corpus  Christi,  Tx. 

Guam 

Long  Beach,  Ca. 

Memphis,  Tn. 

Quantico,  Va. 

Yokosuka,  Japan 

GENERAL  MEDICINE 

Great  Lakes,  III. 
Hawaii 

Ocean  View,  III. 
Okinawa,  Japan 
Portsmouth,  Va. 
Quantico,  Va. 

GENERAL  SURGERY 

Beaufort,  S.C. 
Bremerton,  Wa. 
Corpus  Christi,  Tx. 
Great  Lakes,  III. 
Guantanamo  Bay,  Cuba 
Jacksonville,  Fl. 
Naples,  Italy 
Oakland,  Ca. 
Orlando,  Fl. 
Philadelphia,  Pa. 
Portsmouth,  Va. 
Yokosuka,  Japan 


INTERNAL  MEDICINE 

Camp  Lejeune,  N.C. 
Camp  Pendleton,  Ca. 
Long  Beach,  Ca. 
New  London,  Conn. 
Newport,  R.I. 
Pensacola,  Fl. 
Philadelphia,  Pa. 
Quantico,  Va. 
Yokosuka,  Japan 
Oakland,  Ca. 
Portsmouth,  Va. 


ORTHOPEDIC  SURGERY 

Beaufort,  S.C. 

Cherry  Point,  N.C. 

Corpus  Christi,  Tx. 

Great  Lakes,  III. 

Guantanamo  Bay,  Cuba 

Jacksonville,  Fl. 

Memphis,  Tn. 

Newport,  R.I. 

New  London,  Conn. 

Orlando,  Fl. 

Philadelphia,  Pa. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 

San  Diego,  Ca. 

Subic  Bay,  Philippines 

Whidbey  Island,  Wa. 

Yokosuka,  Japan 


OBSTETRICS/GYNECOLOGY 

Beaufort,  S.C. 

Bremerton,  Wa. 

Camp  Lejeune,  N.C. 

Charleston,  S.C. 

Great  Lakes,  III.  ^ 

Long  Beach,  Ca. 

Newport,  R.I. 

Roosevelt  Roads,  Puerto  Rico 

San  Diego,  Ca. 

Yokosuka,  Japan 


OPHTHALMOLOGY 

Camp  Lejeune,  N.C. 
Corpus  Christi.  Tx. 
Long  Beach,  Ca. 
Portsmouth,  Va. 


OTOLARYNGOLOGY 

Beaufort,  S.C. 

jCorpus  Christi.  Tx. 

Jacksonville,  Fl. 

Long  Beach,  Ca. 

New  London,  Conn. 

Philadelphia,  Pa. 

Pensacola,  Fl. 

Rota,  Spain 

Roosevelt  Roads,  Puerto  Rico 

Yokosuka,  Japan 

PEDIATRICS 

Camp  Lejeune,  N.C. 
Great  Lakes,  ill. 
Philadelphia,  Pa. 

PLASTIC  SURGERY 

Bethesda,  Md. 

PSYCHIATRY 

Guantanamo  Bay,  Cuba 
New  London,  Conn. 

PULMONARY 

Bethesda,  Md. 
Portsmouth,  Va. 
San  Diego,  Ca. 

RADIOLOGY 

Charleston,  S.C. 
Cherry  Point,  N.C. 
Corpus  Christi,  Tx. 
Great  Lakes,  III. 
Guantanamo  Bay,  Cuba 
Jacksonville,  Fl. 
Lemoore,  Ca. 
Long  Beach,  Ca. 
Newport,  R.I. 
New  London,  Conn. 
San  Diego,  Ca. 
Yokosuka,  Japan 

RHEUMATOLOGY 

Bethesda,  Md. 
Oakland,  Ca. 
Portsmouth,  Va. 

THORACIC  SURGERY 

Camp  Lejeune,  N.C. 
Great  Lakes,  III. 

UROLOGY 

Philadelphia.  Pa. 
Yokosuka,  Japan 


FELLOWSHIP  OPENINGS  AT  BETHESDA,  MD.  FOR  JULY  1980 

Endocrinology/Metabolism      Gastroenterology 
Hematology/Oncology      Infectious  Disease      Maternal/Fet^ 
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PRESIDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


10.  1 


JUNE  1980 


reetings: 

t  was  my  pleasure  and  privilege  to  be  installed  as  President  of  our  excellent 
forth  Carolina  Medical  Society  on  May  3rd. 

am  indebted  to  so  many  for  guidance  and  support  that  it  is  impossible  to 
numerate  them.   I  will  say  thank  you  to  Ben  Warren,  Immediate  Past-President,  for 
is  excellent  year  of  leadership  for  our  Society  and  for  his  personal  help  to  me. 

(he  Commissioners,  Committee  Chairmen,  and  Committee  Members  have  been  appointed. 
hese  notifications  and  requests  to  accept  membership  were  mailed  May  29th.   The 
information  will  be  published  in  the  July  Journal  as  well  as  the  Medical  Society 
idster  in  September. 

was  pleased  to  talk  personally  with  all  of  the  committee  chairmen  and  many  mem- 
ers  of  the  committees.   This  was  most  helpful  to  complete  the  task.   A  more 
ooperative  and  supportive  attitude  will  not  be  found! 

he  "short"  interim  North  Carolina  Legislative  Session  will  begin  June  5th  in  Raleigh, 
his  is  principally  related  to  Budget  matters.   Your  Legislative  Committee  met  in 
aleigh  on  June  1st  to  discuss  the  issues  to  come  before  this  Session.   The  "key" 
egislative  contact  physicians  have  been  alerted. 

he  "key"  legislative  contact  physicians  are  important.   They  serve  the  medical 

ofession  and  the  public  well.   Harkening  back  to  my  theme  in  Pinehurst,  I  would 
asten  to  point  out,  you  are  all  "KEY".  We  have  a  first  responsibility  as  citizens 
Q  this  country.   We,  as  physicians,  also  happen  to  be  a  most  fortunate  and  privi- 
eged  group  by  virtue  of  educational  opportunity  and  public  respect.   These  privi- 
eges  require  more  of  us.   Politics  is  not  a  dirty  word.   Webster  defines: 
Characterized  by  shrewdness  in  managing,  contriving,  or  dealing".   Political  is 
efined  as  "of  or  relating  to  government  or  the  conduct  of  government".   I  know 
hat  a  great  many  of  you  feel  frustration  with  government  and  bureaucracy,  local 
nd  national.   Don't  stand  on  the  sidelines  and  complain,  become  involved!  Please 
agister,  vote  for  the  candidate  of  your  choice,  work  locally  in  their  campaigns, 
ontribute  financially  and  of  your  time.   Encourage  your  spouse's  involvement  in 
amp aign  work,  voter  registration, receptions  for  candidates,  etc.   Physicians 
epresent  approximately  0.2%  of  the  population.   Don't  become  discouraged  if  your 
irst  efforts  don't  result  in  overnight  correction  of  problems  you  perceive. 

i;t  was  apparent  at  the  Legislative  Committee  meeting  that  the  1981  General  Assembly 
1,3  going  to  be  significantly  directed  toward  a  number  of  medical  issues  including: 

jie  recommendations  of  the  so-called  Sunset  Commission,  ophthalmological  problems, 
iLnancing  for  medical  programs  such  as  the  Crippled  Childrens  and  Perinatal  programs, 
want  to  warn  you  in  advance  that  we  will  be  calling  on  many  of  you  on  very  short 

)tice  to  come  to  Raleigh  to  testify and  numbers  do  count so  plan  to  respond  PLEASE, 


-2- 


The  Auxiliary  is  an  equally  potential  powerful  group.   With  your  encouragement 

and  support,  our  menace  view  of  numbers  can  almost  be  doubled  by  their  involvement. 

There  are  over  3,000  North  Carolina  Auxiliary  members. 

Please  join  MEDPAC !   This  is  a  source  of  significant  potential  political  power. 
Contributions  to  opposing  candidates  confuse  the  less  politically  initiated.   It 
allows  us  "to  talk"  to  the  winner.   Equally  important,  I  believe,  this  support 
helps  to  elect  the  best  candidates.   They  need  and  appreciate  our  help.   Please 
contact  Tom  Adams  (Headquarters),  Chairman  David  Nelson,  or  myself  regarding 
joining  MEDPAC. 

There  has  been  significant  expression  of  dissatisfaction  with  the  cost  incurred  in 
Pinehurst  with  the  Annual  Meeting.   I  have  asked  Mr.  Hilliard  to  obtain  information 
regarding  other  sites,  cost,  effect  on  attendance,  etc.   This  information  will  be 
presented  to  the  Annual  Convention  Committee.   This  committee  chaired  by  Dr.  Jack 
Hughes  of  Durham  will  make  recommendations  to  the  Executive  Council.   I  would  appre- 
ciate an  expression  from  any  or  all  of  you  for  the  guidance  of  this  committee  and 
the  Council  on  this  most  important  matter. 

The  "hot"  issue  of  interest  at  the  present  is  the  subject  of  IPA's  (Independent 
Practice  Associations).   The  North  Carolina  State  Legislative  Commission  on  Prepaid 
Health  Plans  is  conducting  a  feasibility  study  in  North  Carolina.   This  is  under 
the  direction  of  Tom  Bickman,  Executive  Director.   They  are  contacting  physicians, 
individuals,  and  groups,  as  well  as  employers  in  this  study. 

The  Blue  Cross-Blue  Shield  of  North  Carolina  Corporation  held  a  symposium  in  Chapel 
Hill  on  May  22nd  with  some  350  people  in  attendance  (physicians,  employers, 
planners,  etc.)  for  national  speakers  to  explain  these  concepts  and  their  experiences 
The  Blue  Cross-Blue  Shield  Corporation  Board  has  requested  their  administrative  staff 
to  investigate  and  develop  a  plan  for  presentation  to  the  Blue  Cross  Board  regard- 
ing IPA's.   Blue  Cross-Blue  Shield  has  asked  18  physicians  of  primary  care  grouping 
(OB,  Pediatric,  Internal  Medicine,  Family  Practice)  to  meet  with  them  regarding 
their  plans .  i 

There  is  interest  on  the  part  of  other  carriers  (Prudential,  Safeco,  ect.)  to  market 
plans  to  employers  in  North  Carolina.   Burlington  Industries  has  completed  their 
IPA  feasiblity  study  in  Greensboro.   In  conjunction  with  several  other  major  employer 
groups,  consideration  of  implementing  an  IPA  is  underway. 

IPA's  have  been  described  as  an  alternative  delivery  system.   To  my  mind,  it  is 
principlely  an  alternative  financing  system  with  a  physician  in  his  usual  practice 
setting.   Participation  will  be  by  the  individual's  choice,  both  physician  and 
patient.   The  numbers  of  covered  individuals  in  any  given  practice  setting  will  be 
small  except  in  a  most  unusual  setting  or  by  the  physician's  choice. 

Please  be  reminded  and  plan  to  attend  the  excellent  10th  Annual  Sports  Medicine 
Symposium  sponsored  by  the  Society's  Committee  on  Medical  Aspects  of  Sports  scheduled 
at  Wrightsville  Beach,  July  4-6,  Blockade  Runner  Hotel.   Approved  for  6%  AAFP  pre-   j 
scribed  hours.   Another  outstanding  educational  opportunity  awaits  you  at  the  North 
Carolina  Society  of  Internal  Medicine's  Annual  Summer  Meeting,  The  Litchfield  Inn, 
Pawley's  Island,  S.C,  July  18-20.   Please  contact  the  Medical  Society  Staff  for 
additional  information  on  either  of  these  programs  at  (919)  833-3836. 

Sincerely, 


o^^s^^i^^  '<:^^f^^  y^I' 


Frank  Sohmer,  M.D. 
President 


What  would 
Thomas  Edison's 
physicicin  have 
prescribed  for  a 
headache? 

(and  would  insurance 
have  covered  it?) 


In  1879,  Thomas  Edison  had  worked  for 
over  a  year  and  conducted  hundreds  of 
experiments  to  find  the  right  substance  to 
use  as  the  heart  for  his  new  idea:  the 
incandescent  electric  light. 

Finally,  Edison  discovered  that  a  carbon 
filament  in  a  vacuum  produced  a  good  deal  of 
light  when  an  electric  current  passed  through 
it.  He  introduced  the  electric  light  bulb  to  the 
world  a  short  time  later. 

Inventing  the  light  bulb  was  no  easy  task. 
If  Edison  suffered  headaches  working  on  his 
bright  idea,  he  would  have  had  to  wait 
another  14  years  before  he  could  have  taken 
acetylsalicylic  acid  for  relief. 

You  see,  it  wasn't  until  1893  that 
Hermann  Dreser  introduced  aspirin  to 
medical  science. 

Back  then,  the  expense  for  medication, 
prescribed  or  otherwise,  came  out  of  the 
sufferer's  pocket.  And  the  only  insurance 
available  —  accident  coverage  —  did  not 
cover  illness. 

Today,  as  a  member  of  the  North  Carolina 
Medical  Society,  you  can  get  protection 
like  Disability  Income  for  younger 
doctors.  It  provides  you  a  regular  monthly 
benefit  when  sickness  or  injury  keeps  you 
from  your  practice.  And  you  can  use  your 
benefits  any  way  you  wish  —  to  buy 
groceries,  make  house  payments  or  provide 
for  your  children's  education. 


With  Mutual  of  Omaha's  Disability  Income 
Protection,  a  disabling  sickness  or  accident 
no  longer  (as  in  Edison's  day)  means  total 
financial  dependence  on  family  and  friends. 

If  you're  under  the  age  of  55  and  are  active 
full  time  in  your  practice,  simply  fill  out  the 
coupon  below  and  return  it  today.  A  Mutual 
of  Omaha  service  representative  will  provide 
personal,  courteous  service  in  furnishing  full 
details  of  coverage.  Of  course,  there's 
no  obligation. 


Underwritten  by 


Mutual 
3^maha 


People  ifou  can  count  on.. 

MUTUAL  Of  OMAN*  INSUdASCE   tOMPA' 
HOMt  OFMCI    OMAHA    NEBRAShA 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 

Please  provide  me  complete  information 
on  the  Disability  Income  Protection  Plan 
available  to  members  of  the  North  Carolina 
Medical  Society  who  are  under  age  55. 


Name 


Address 

City  

State   _ 


Zip 


M.  FRANK  SOHMER,  JR.,  M.D. 

Bom  June  15,  1924,  Danville,  Va.  Graduate  R.  J. 
Reynolds  High  School,  Winston-Salem,  N.C.,  and 
Catawba  College,  Salisbury,  N.C.,  M.D.,  Wake 
Forest  College,  Wake  Forest,  N.C.  Intern  and  assis- 
tant resident,  N.C.  Baptist  Hospital,  Winston-Salem, 
and  fellow  in  gastroenterology,  Duke  Hospital,  Dur- 
ham, N.C.  Instructor  in  medicine  1955-1956,  Duke 
Hospital,  Durham,  and  instructor  in  medicine.  Bow- 
man Gray  School  of  Medicine,  Winston-Salem,  1956, 
and  presently  assistant  professor  of  medicine.  Bow- 
man Gray.  Attending  physician  and  member  of  the 
private  diagnostic  clinic,  N.C.  Baptist  Hospital, 
1956-1960:  attending  physician,  N.C.  Baptist  Hospi- 
tal, 1960  to  present:  attending  physician,  Forsyth 
Memorial  Hospital,  Winston-Salem,  1964  to  present. 

Member  Forsyth  County  Medical  Society,  North 
Carolina  Medical  Society.  American  Medical  Associ- 
ation, Fellow  of  the  American  College  of  Physicians, 
Southern  Medical  Association  and  American  Federa- 
tion of  Clinical  Research.  Past  president  of  the  For- 
syth County  Medical  Society,  past  president  Pied- 
mont Medical  Foundation,  Inc.,  past  vice-president 
North  Carolina  Medical  Society,  past  commissioner 
North  Carolina  Medical  Society,  past  member  of  the 
Board  American  Association  of  Professional  Stan- 
dards Review  and  past  alternate  delegate  (N.C.  Medi- 
cal Society)  to  the  American  Medical  Association 
House  of  Delegates.  Currently,  president  of  the  North 
Carolina  Medical  Peer  Review  Foundation,  Inc. 
President-elect  of  the  North  Carolina  Medical  Society 
1979-1980. 


The  concern  I  would  share  with  you  tonight  has  to 
do  with  social  consciousness.  In  Dr.  David  G.  Wel- 
ton's  introduction  of  Dr.  Malcolm  C.  Todd,  past  AMA 
president,  this  has  obviously  been  a  prominent  facet  in 
his  life. 

The  issues  of  PSRO  confidentiality,  primary  care 
delivered  by  health  departments,  etc.,  have  been  ade- 


quately addressed  by  our  president.  Dr.  Ben  War- 
ren, today. 

In  past  years,  civics  courses  taught  us  that  the  fed- 
eral government  consisted  of  three  branches: 
judiciary,  legislative,  and  administrative.  We  can 
throw  that  book  out!  Now  at  every  level  of  govern- 
ment bureaucracy  is  the  name  of  the  game!  This 
bureaucracy  intluences  and  directs  the  way  we  live 
and  die.  This  definitely  and  profoundly  impacts  medi- 
cal practices  and  patient  care. 

Our  first  responsibilities  are  as  citizens.  Secondly, 
we  are  physicians,  by  hard  work  and  exceptionally 
good  fortune.  We  have  the  best  sickness  care  system 
in  the  world.  Not  all  physicians,  the  public,  or  gov- 
ernment understand  that  the  broad  generic  health  care 
term  encompasses  sickness  care,  well  care  (preven- 
tion) and  social  care,  i.e.,  the  elderly,  the  disabled, 
and  the  disadvantaged.  The  latter  group  or  social  care 
is  our  responsibility  as  citizens.  We  must  not  allow 
this  category  to  be  lumped  as  health  care.  Poor  nutri- 
tion, inadequate  housing,  lack  of  education,  etc.,  may 
well  lead  to  involvement  in  the  sickness  care  system. 
These  are  social  problems.  We  as  physician  citizens 
must  work  with  our  fellow  citizens  to  manage  and 
correct  these  problems.  We  must  take  a  lead  role,  i.e., 
social  consciousness. 

I  want  to  involve  more  physicians  as  members  in 
county  and  state  medical  societies  and  the  American 
Medical  Association.  I  want  more  physicians  involved 
and  members  of  MEDPAC.  Political  activities  are  the 
duty  of  every  citizen.  Such  activities  are  essential  to 
good  government.  I  want  to  better  involve  and  utilize 
our  fine  auxiliary. 

All  of  these  aforementioned  goals  are  to  promote 
unity  in  the  profession  for  the  best  direction  in  solving 
the  problems  described.  We  must  not  continue  to 
complain  about  government.  We  need  to  become  in- 
volved citizens  and  to  help  guide  our  government  and 
our  destiny.  I  shall  look  to  all  of  you  for  guidance, 
support,  and  direction.  I  thank  you. 


Inaugural  remarks,  PinehurM.  N.C.  May  3.  1980. 
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Special  Article 

Health  Planning  in  North  Carolina  —  A  Primer 


James  E.  Davis,  M.D. 


HEALTH  planning  in  North 
Carolina,  though  it  has  made 
identifiable  progress  in  recent 
years,  remains  in  1980  an  amor- 
phous, indefinite  and  uncongealed 
activity.  It  is  a  complex  and  limit- 
less undertaking,  but  most  impor- 
tant it  is  one  in  which  medicine  as  a 
profession  and  physicians  as  both 
providers  and  consumers  of  its 
products  absolutely  must  partici- 
pate. To  do  so,  the  physician  must 
have  an  understanding  of  the  basic 
structure  and  elemental  function  of 
this  process.  Our  purpose  is  to  pro- 
vide some  of  this  information  and  to 
point  out  some  of  the  accomplish- 
ments. 

TERMINOLOGY 

In  order  to  be  conversant  in  this 
strange  environment  of  health  plan- 
ning, one  must  understand  the  basic 
language  (Table  I).  The  term  HSA 
refers  both  to  the  Health  Service 
Area  (there  are  six  in  North  Caro- 
lina) and  to  Health  Systems 
Agency,  the  governing  body  in  each 
Health  Service  Area.  The  HSP  is 
the  Health  Systems  Plan  —  a  long- 
range  statement  of  goals  developed 
by  each  Health  Systems  Agency. 
Every  year  each  HSA  must  develop 
its  own  AIP  (Annual  Implementa- 
tion Plan)  which  is  the  guide  to  ac- 


2609  N.  Duke  Street 

Durham.  N.C    277IM 

Vice  Chairinan.  Statewide  Health  Coordination  Council 

Presented  at  ttie  North  Carohna  Medical  Society  Confer- 

ence  for  Medical  Leadership,  Charlotte,  N.C  February  2, 
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tion  to  be  followed  during  that  year 
by  that  HSA  to  achieve  the  goals 
and  objectives  stated  in  its  HSP. 

The  State  Health  Plan  (SHP)  is 
the  composite  of  the  HSPsof  the  six 
HSAs  plus  other  available  data 
which  represents  the  policies  the 
state  will  follow,  the  goals  it  will 
seek,  and  the  objectives  it  will  at- 
tempt to  fulfill. 

SHPDA  is  the  State  Health  Plan- 
ning and  Development  Agency 
designated  by  the  governor  and  the 
secretary  of  the  Department  of 
Health,  Education  and  Welfare  to 
conduct  the  health  planning,  re- 
source development  and  regulatory 
functions  prescribed  by  Public  Law 
93-641.  SHCC  is  the  State(wide) 
Health  Ci  ordinating  Council  —  a 
state  committee  of  volunteer  pro- 
viders and  consumers  that  advises 
the  SHPDA  under  mandates 
specified  in  P.L.  93-641. 

HISTORICAL  BACKGROUND 

Health  planning  on  the  local, 
state  and  national  levels  is  now 
done  as  required  by  the  National 
Health  Planning  and  Resources  De- 
velopment Act  of  1974  (P.L.  93- 


TABLE  I 


HSA- 


Health  Service  Area 

Health  Systems  Agency 

Annual  Implementation  Plan 

Health  Systems  Plan 

State  Health  Plan 
SHPDA  .State  Health  Planning  and  Development  Agency 
SHCC  —State  Health  Coordinating  Council 


AIP  - 
HSP  - 
SHP  - 


641 ).  This  act,  described  by  some  as 
the  most  encompassing  law  ever 
passed  by  Congress,  was  rushed 
through  in  the  last  days  of  the  93rd 
Congress  in  December,  1974.  It  was 
so  heavily  amended  that  there  was 
literally  no  published  copy  available 
at  the  time  of  its  passage,  and  the 
presiding  officer  used  a  "pasteup" 
in  order  to  have  some  semblance  of 
order.  Admittedly,  it  was  an  at- 
tempt on  the  part  of  Congress  to 
develop  for  America  a  true  "health 
care  system"  which  many  con- 
gressmen felt  did  not  exist  and  was 
quite  openly  represented  as  the 
framework  of  a  health  care  program 
on  which  the  details  of  a  national 
health  insurance  act  would  be  hung. 
P.L.  93-641  replaced  the  Hill- 
Burton  Program  (1946),  concerned 
primarily  with  hospital  construc- 
tion, the  Regional  Medical  Program 
(1965),  which  was  basically  pro- 
grammatic in  scope  and  which 
started  as  the  "heart  disease, 
cancer  and  stroke  act,"  and  the 
Comprehensive  Health  Planning 
Act  (1966)  into  one  law.  In  1974  it 
was  the  desire  and  the  belief  that 
health  planning,  project  review  and 
resources  development  would  be 
improved  if  they  were  incorporated 
into  a  single  national  program. 

NORTH  CAROLINA  HSAs 

As  is  evident  from  the  map  in 
Table  II,  the  six  HSAs  in  North 
Carolina  are  both  numbered  (west 
to  east)  and  titled.  Consequently, 
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TABLE  II 


our  26  western-most  counties  com- 
prise HSA  I  (Western  North  Caro- 
lina) with  the  agency  located  in 
Morganton.  HSA  II  has  its  head- 
quarters in  Greensboro,  is  com- 
prised of  the  II  northern  Piedmont 
counties  and  is  known  as  Piedmont 
HSA.  Southern  Piedmont  HSA  (III) 
has  its  office  in  Charlotte.  The 
Triangle  area  and  surrounding 
counties  comprise  Capital  HSA 
(IV)  with  headquarters  in  Durham. 
HSA  V,  in  the  southeastern  part  of 
the  state,  is  known  as  the  Cardinal 
Health  Agency  with  headquarters  in 
Lumberton.  The  eastern  part  of  the 
state  comprises  HSA  VI,  which  is 
administered  from  Greenville  and  is 
known  as  Eastern  Carolina  HSA. 

AGENCY  RELATIONSHIPS 

Table  III  diagrams  the  relation- 
ship of  HSAs,  SHCC  and  SHPDA. 
Each  HSA  has  a  board  of  directors, 
of  which  a  majority  of  the  members 
must  be  consumers,  who  determine 
how  planning  and  implementation 
are  carried  out  in  that  area.  It  is  a 
well  staffed,  private  organization, 
funded  with  government  monies, 
which  has  the  responsibility  for 
local  planning  under  its  own  HSP, 
its  AIP  and  its  contributions  to  the 
SHP. 

The  SHCC  has  40  members  ap- 
pointed by  the  governor  plus  an 


ex-officio  representative  from  the 
Veterans  Administration.  Of  the  40 
appointees  60%  must  be  members 
of  HSA  boards  (four  members 
each),  the  remaining  members 
(40%)  being  appointed  at  large. 
Originally,  up  to  60%  of  the  total 
membership  could  be  consumers, 
but  by  recent  change  providers 
must  now  constitute  at  least  50%  of 
the  membership.  The  SHCC's  re- 


lationship with  the  HSAs  is  one  of 
coordination.  The  SHCC  must  ap- 
prove the  HSAs'  HSP.  AIP  and 
grant  applications;  it  coordinates 
the  gathering  of  information  neces- 
sary for  the  development,  review 
and  revision  of  the  SHP;  and  it  also 
coordinates  information  on  specific 
HSA  activities  upon  which  the 
SHCC  advises  the  secretary  of 
DHEW  (Table  IV).  The  SHCC's 


TABLE  III 


Secretary,  HEW 


Board 
Consumers 
Providers 


Statewide 

Healtti 

Coordinating 

Council 

(SHCC) 


Policy  Coordinating 
Committee 


Department  of 
Human  Resources 

(State  Healtti  Planning 
and  Development  Agency) 


Review 
Committee 


Plan 

Development 

Committee 


Implementation 
Committee 


Division  of 
Plans  and 
Operations 


Division  of 
Facility 
Services 


State  Healtti 
Planning 
Section 


Certificate 
Of  Need 
Section 


f^edical 
Facilities 
Committee 
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relationship  with  the  public  is  a 
"tiduciaiy"  one  —  one  of  public 
confidence  and  public  accountabil- 
ity. 

The  SHCC  relates  to  the  De- 
partment of  Human  Resources 
(SHPDA)  in  a  purely  advisory 
capacity.  Unlike  HSAs,  the  SHCC 
is  not  funded,  is  not  staffed,  has  no 
geographic  base,  and  is  con- 
sequently very  dependent  upon 
SHPDA,  and  particularly  the  State 
Health  Planning  Section  of 
SHPDA,  for  staffing,  research, 
supplies,  communication,  expense 
reimbursement  and  its  other  needs. 
It  is  my  opinion  that  the  SHCC 
could  and  would  perform  more  effi- 
ciently and  more  appropriately  if  it 
were  more  independent. 

NATIONAL  HEALTH 
PRIORITIES 

The  National  Health  Planning 
and  Resources  Development  Act  of 
1974  (P.L.  93-641)  also  established 
goals  and  priorities  for  national 
health.  These  were  10  in  number, 
and  the  1979  amendments  to  the 
Health  Planning  Act  (P.L.  96-79) 
added  six  more  to  the  original  10. 
All  are  listed  in  Table  V.  They  rep- 
resent those  aspects  of  our  health 
care  system  and  health  care  deliv- 
ery which  the  members  of  Congress 
feel  are  most  important  and  most 
urgent.  In  a  fashion,  these  represent 
the  Ten  Commandments  (now  en- 
larged to  16)  which  should  guide  and 
direct  all  health  planning  efforts. 
The  extensive  debates  on  finite  is- 
sues in  health  care  in  which  the 
members  of  Congress  engaged  were 
most  impressive.  A  single  example 
is  that  Congress  is  in  general  agree- 
ment —  after  prolonged  debate  — 
that  health  is  no  longer  merely  the 
absence  of  illness  or  infirmity  but 
rather  that  "health  is  a  state  of  com- 
plete physical,  mental  and  social 
well-being."  This  says  a  great  deal 
about  what  the  members  of  Con- 


TABLE  IV 
SHCC  Functions 

1  Prepare,  Review,  Revise  State  Health  Plan 

2  Review.  Revise  HSPs,  AlPs,  Grant  Applications  of 
HSAs 

3.  Advise  Secretary  DHEW,  Advise  SHPDA  On  Its  Per- 
formance 


TABLE  V 
NATIONAL  HEALTH  PRIORITIES 


Primary  Care/Medically  Underserved 
Multi-lnstitutional  Systems,'Coordinating  Services 
Medical  Group  Practices   HMOs   IPAs 
Training  Utilization  Ptiysician  Assistants 
Muiti-tnstitutional  Stiarmg  Support  Services 
Improvement  Quality  Health  Services  (PSROs) 
Various  Levels  Care  Geographic  Basis 
Prevention  of  Disease 

Uniform  Accounting.  Reimbursement,  Reporting  Systems 
Education  Public  Personal  Care/Use  of  Services 


11  Identification/Termination  Unneeded  Services.  Facilities 

12  Adoption  Cost  Containment  Policies 

13  Increased  Outpatient  Mental  Healtfi  Services 

14  Elimination  Inappropriate  Hospitalization  Mental  Patients 

15  More  Appropriate  Use  Facilities/Greater  Efficiency  in  Health  Care  System 

16  Strengthening  Competition  Health  Care  Delivery 


gress  feel  are  our  goals  and  needs  of 
health  care. 

1979  AMENDMENTS 

As  mentioned,  in  the  fall  of  1979, 
amendments  to  the  Health  Planning 
Law  were  passed  in  P.L.  96-79, 
which  continue  the  evolution  of 
health  planning.  Many  of  these 
changes  are  quite  significant:  Table 
VI  lists  those  thought  to  be  most 
important. 

With  respect  to  certificate  of  need 
requirements,  any  facility  or  service 
costing  as  much  as  $150,000,  and 
which  serves  hospital  inpatients,  is 
now  under  this  requirement.  Any 
service  or  facility  which  you  plan  to 
provide,  costing  this  much,  must  be 
reported  to  SHPDA,  which  has  the 
authority  to  make  the  decision  as  to 
whether  or  not  inpatients  will  be 
served,  and  consequently  whether 
certificate  of  need  requirements  are 
applicabh.  P.L.  96-74  also  requires 
a  triennial  instead  of  an  annual  revi- 
sion of  the  State  Health  Plan.  Also, 
the  governor  must  now  approve  the 
State  Health  Plan.  Our  existing 
North  Carolina  Health  Plan  is  a 
product  of  the  Statewide  Health 
Coordinating  Council,  and  though 
the  governor  did  have  an  opportu- 
nity for  review  and  comment,  he 
was  not  required  to  approve  the 
plan.  Currently,  in  political  circles. 
Governor  Hunt  is  being  criticized 
for  some  of  the  content  of  our  cur- 
rent SHP  —  an  unfair  criticism  since 
he  has  never  approved  it.  However, 
future  governors  will  have  the  op- 
portunity and  obligation  to  do  so. 

Whereas  heretofore  the  SHCC 
membership  has  elected  its  own  of- 
ficers, the  governor  is  now  empow- 


ered to  appoint  the  chairman  of 
SHCC,  such  appointment  requiring 
the  approval  of  the  state  Senate. 
Also  SHPDA  is  now  required  to  re- 
view and  give  its  consent  to  the 
Health  Services  Plan,  the  AlPs  and 
the  State  Health  Plan. 

Changes  in  P.L.  96-79  that  di- 
rectly affect  HSAs  are  also  numer- 
ous. For  the  first  time,  the  SHA 
board  is  to  be  given  staff  and  finan- 
cial assistance  so  that  "particularly 
the  consumer  members"  can  be- 
come better  informed  about  the  is- 
sues before  it.  This  is  reminiscent  of 
the  debate  in  the  House  of  Dele- 
gates of  the  North  Carolina  Medical 
Society  last  May,  in  which  it  was 
determined  that  we  should  add  a 
member  to  our  headquarters  staff  to 
help  those  physicians,  physicians' 
wives  and  families,  and  VanGuard 
Committees  to  become  better  in- 
formed about  health  planning 
throughout  the  state. 

In  an  admitted  attempt  to  prevent 
self-perpetuation  of  the  HSA 
board,  509f  of  the  board  must  now 
be  chosen  by  a  "process"  which  the 
board  devises  but  which  must  be 
approved.  As  noted  above,  the  di- 


TABLE  VI 
PUBLIC  LAW  96-79 

Certificate  of  need   $150,000   Inpatients 
Triennial  State  Health  Plan 
Governor  Approves  State  Health  Plan 
Governor  Appoints  SHCC  Chairman 
SHPDA  Review/Consent  HSP,  AlP,  SHP 

HSAS 

Board  Given  Staff/Financial  Assistance 
50%  Board  Chosen  by    Process" 
Director  Providers  Now  50%  (No  Indirect) 
Ma|Or  Purchasers  Must  Be  Included 
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rect  providers  now  constitute  at 
least  50%  of  the  members  of  the 
board  and  the  term  "indirect  pro- 
vider" has  become  obsolete.  The 
new  law  also  requires  that  rep- 
resentatives of  major  purchasers  of 
Health  Services  (e.g.  industries, 
unions,  etc.)  must  also  be  included 
on  the  HSA  board. 

DEVELOPMENT  OF  THE 
STATE  HEALTH  PLAN 

Even  though  it  is  mandated  in 
P.L.  93-641,  the  questions  of  why 
we  should  have  a  state  health  plan, 
what  purpose  it  serves,  and  how  will 
it  be  used  are  frequently  asked. 
Perhaps  the  most  direct  answer  is  to 
quote  a  recommendation  in  1978 
from  the  State  Goals  and  Policy 
Board,  of  which  the  governor 
serves  as  chairman.  This  high-level 
group  recommended: 

"That  the  state  use  the  State 
Health  Plan  to  define  health 
problems,  their  causes,  and 
ways  and  means  of  improving 
health  status  —  and  as  a  basis 
for  setting  priorities  for  public 
investments  in  health  care." 
Clearly  then,  the  State  Health 
Plan  is  the  major  instrument  of 
health  policy  in  state  government. 
There  has  been  much  confusion 
and  many  misconceptions  about 
how  our  State  Health  Plan  was  de- 
veloped. Many  inaccurate  and  un- 
fair criticisms  have  suggested  that 
this  was  the  work  of  a  limited  few, 
that  "the  bureaucracy"  wrote  it  be- 
hind closed  doors,  and  that  health 
care  providers  and  the  general  pub- 
lic had  little  to  do  with  it.  As  out- 


lined in  Table  VII,  the  starting  point 
was  the  National  Health  Priorities 
as  defined  by  Congress.  The  Plan 
Development  Committee  of  SHCC 
utilized  the  HSP  from  each  of  the  six 
HSAs,  and  it  received  the  result  of 
research  performed  by  SHPDA  on 
existing  state  plans,  programs, 
policies  and  other  data  as  well  as 
the  responses  from  a  statewide 
newspaper  survey  requesting 
suggestions  from  citizens.  From 
these  vast  data  were  established  the 
"statewide  health  needs."  The  Plan 
Development  Committee  then 
combined  these  19  needs  into  13 
natural  groupings,  and  a  task  force 
was  established  for  each  of  these  — 
both  in  the  area  of  health  status  and 
as  related  to  our  health  system.  The 
task  forces  of  each  category  are 
itemized  in  Table  VIII. 

Each  task  force  was  chaired  by  a 
member  of  the  State  Health  Coor- 
dinating Council  and  included  con- 
sumers and  providers  of  every 
imaginable  type,  chosen  for  their 
expertise  and  experience  in  the 
problem  which  the  task  force  was 
investigating.  The  size  of  the  task 
forces  ranged  from  seven  to  19 
members;  each  was  competently 
staffed  by  members  of  SHPDA.  In 
total,  some  144  citizens  (both  con- 
sumers and  providers)  served  on 
these  task  forces.  Their  reports 
were  then  reviewed  by  each  of  the 
six  HSAs  and  by  the  Plan  Develop- 
ment Committee  of  SHCC.  The  re- 
ports and  the  responses  from  HSAs 
and  the  Plan  Development  Com- 
mittee were  then  incorporated  into 
13   "preliminary  reports"   which 


TABLE  VII 
STATE  HEALTH  PLAN  DEVELOPMENT 


1.  National  Health  Priorities 

2.  SHCC  Plan  Development  Committee 

HSAs         HSPs 

SHPDA  research  of  state  plans,  programs,  policies,  data 

Responses  statewide  newspaper  survey 

3.  "Statewide  Health  Needs" 

4.  Combined  19  Needs  into  13  Natural  Groupings 

Task  Force  for  Each 

5.  Task  Force  Reports  reviewed  by  HSAs/SHCC  PDC 

6-  SHPDA  coordinated  all  data  —  13  "Preliminary  Reports" 

7,  "Preliminary  Reports"  back  to  HSAs/SHCC  PDC 

(Goals  and  Priorities) 

8.  SHCC  adopted  priorities  /  PSHP 
9    PSHP 

Governor's  Review  and  Comment 
Public  Review 
SHCC  amended  PSHP 
10    SHCC  adopts  SHP 


TABLE  VIM 
SHCC  TASK  FORCES 

Health  Status 

Cardiovascular  Disease 

Cancer 

Accidents.  Violent  Deaths  and  Disability 

Health  Status  Medically  Underserved 

Sexually  Transmitted  Disease 

Perinatal  and  Infant  Health 

Mental  Health 

Nutrition 

Health  System 

Health  Education 
Preventive  Services 
Primary  Care  Services 
Long-Term  Care 
Cost  of  Health  Care 


were  then  returned  to  the  HSAs  and 
to  the  Plan  Development  Commit- 
tee, and  goals  and  priorities  in  each 
area  of  study  were  established. 
After  further  review  and  comment 
by  groups  of  physicians,  hospital 
administrators,  other  providers, 
and  various  groups  of  non-provider 
citizens,  the  SHCC  adopted  these 
priorities  and  published  the  Pre- 
liminary State  Health  Plan  which 
was  then  subjected  to  the  gover- 
nor's review  and  comment  and  to 
public  review,  following  which  the 
SHCC  amended  the  Preliminary 
State  Health  Plan  into  what  was  ul- 
timately adopted  as  the  SHCC's 
State  Health  Plan. 

REVISION  OF 
STATE  HEALTH  PLAN 

Currently  we  are  in  the  process  of 
revising  the  North  Carolina  State 
Health  Plan.  As  the  first  step,  the 
State  Health  Planning  Section  of 
SHPDA  has  requested  comments 
on  what  it  calls  "Macro  Issues" 
(Table  IX)  which  concerns  both  the 
public  and  private  sectors  of  our 
health  care  system. 

Such  consideration  should  focus 
on  the  health  care  system  as  a  whole 
and  "issue  planning"  should  lead  to 
a  "system  approach."  I  would  point 
out  that  each  of  the  "major  issues" 
(Table  IX)  is  divided  into  very  large 
subheadings,  and  that  each  of  the 
subheads  is  similarly  subdivided  in 
many  other  issues.  For  example, 
under  Community  Health  Promo- 
tion and  Protection,  subdivision  (A) 
Environmental  Quality  Manage- 
ment is  then  subdivided  into  six 
"issues": 
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TABLE  IX 
MACRO  ISSUES 

Community  Health  Promotion  and  Protection 

A    Environmental  Quality  Management 

B    Occupational  Health  and  Safety 

C    Health  Education 

D    Risk  Reduction 

E    Consumer  Participation 

Prevention  and  Detection 

A    Chronic  Disease  Screening 

B    Nutrition 

Diagnosis  and  Treatment 

A    Emergency  Medical  Services 

B    Primary  Care 

Maternal  and  Child  Health 

A    Dental  Health 

B    Family  Planning 

C    Prenatal  and  Infant  Care 

D    Nutrition  for  fvlothers  and  their  Children 

Maintenance,  Habilitation 

A.   Home  Health 

B    Hospice 

C    Long-term  Care  Facilities 

D    Adult  Day  Care/Senior  Centers 

.  Rehabilitation 
A.  Rehabilitation 

The  Cost  of  Health  Care 

A    Cost  Containment  in  Hospital  and  Physicians  Services 

B    Cost  Containment  in  the  Public  Provision  of  Health  Services 


Air  Pollution 
Water  Pollution 
Substandard-Housing 
Health  Education  Regarding 

Environmental  Issues 
Radiation  Protection 
Disposal.  Storage,  Transpor- 
tation of  Toxic  Substances 
This  is  to  emphasize  that  now  is 
the  time  for  you  to  avail  yourselves 
of  the  opportunity  of  expressing 
your  opinion  in  those  areas  of  health 
care  in  which  you  have  experience 
or  expertise.  Regardless  of  how 
small  or  large  or  how  numerous 
your  areas  of  interest  and  concern 
are.  they  are  included  somewhere  in 
the  SHP.  Such  comments  can  be 
forwarded  directly  to  the  State 
Health  Planning  Section  of  the  State 
Health  Planning  and  Development 
Agency  in  Raleigh,  to  members  of 
the  Statewide  Health  Coordinating 
Council,  to  your  local  HSA,  or  to 
the  North  Carolina  Medical  Society 


(where  such  opinions  will  be  corre- 
lated and  utilized). 

GROWTH  OF 
HEALTH  PLANNING 

Finally,  for  any  who  might  be  in- 
clined to  think  that  health  planning 
is  not  yet  a  reality  and/or  that  it  is 
not  being  taken  seriously  by  gov- 
ernment. I  direct  your  attention  to 
Table  X.  This  shows  the  amount  of 
money  (in  millions  of  dollars)  ap- 
proved by  the  Congress  for  the 
various  agencies  and  activities  for 
this  and  the  following  two  fiscal 


years.  You  will  notice  that  in  each 
instance  the  number  of  millions  of 
dollars  for  each  and  every  activity  is 
increased  significantly  from  fiscal 
year  '80  to  "81  and  again  signifi- 
cantly increased  for  '82  over  '81. 
The  activities  and  the  expenditures 
go  ever  onward  and  upward. 


CONCLUSIONS 

It  is  my  firm  conviction  that, 
based  on  all  this,  we  are  justified  in 
drawing  the  following  conclusions: 

(1)  Organized  and  systematic 
health  planning  is  a  fact  of  life,  it  is 
well  under  way.  and  it  will  continue 
indefinitely. 

(2)  Health  planning  has  changed, 
it  is  changing,  and  it  will  continue  to 
change  health  care  (including  medi- 
cine) significantly,  possibly  drasti- 
cally. 

(?)  Every  type  of  health  care  pro- 
vider (hospital  administrators,  edu- 
cators, nurses,  chiropractors, 
physicians"  assistants,  osteopaths, 
psychologists,  and  a  large  number 
of  non-providers  (individually  and 
organizationally)  are  deeply  in- 
volved in  and  active  participants  in 
health  planning. 

(4)  It  is  absolutely  essential  that 
physicians,  physicians"  wives, 
members  of  physicians"  families, 
and  physicians"  friends  become 
knowledgeable  of  the  activities 
under  way  in  health  planning,  keep 
abreast  of  the  rapidly  occurring 
changes,  and  participate  at  every 
possible  level  —  and  at  every  possi- 
ble opportunity. 


TABLE  X 

FYSO 

FY81 

FYB2 

HSAs 

$150  million 

$165  million 

$185  million 

SHPDAs 

$  35  million 

$   40  million 

$  45  million 

Centers  tor  Health  Planning 

$     6  million 

$     8  million 

$   10  million 

Experimental  Rate  Review  Agencies 

$     6  million 

$     7  million 

$     8  million 

Area  Health  Services  Development  Funds 

_ 

$   20  million 

$  30  million 

Voluntary  Closure/Conversion 

$   30  million 

$  50  million 

$   75  mitlion 

June  1980.  NCMJ 
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SPECIAL  ARTICLE 


Medical  Ethics  and  Social  Reality 


James  S.  Todd,  M.D. 


SAMUEL  Johnson  said  in  1770, 
"Nothing  so  concentrates  a 
man's  mind  as  the  knowledge  that 
on  the  morrow  he  is  to  be  hanged." 
This  statement  comes  close  to  de- 
scribing the  current  plight  of  the 
medical  profession,  for  this  is  in- 
deed a  time  of  peculiar  paradox  for 
the  profession. 

It  is  little  wonder  the  average 
physician  is  incredulous  when,  after 
having  been  taught  to  do  all  things 
possible  for  all  with  whom  he  comes 
in  contact,  and  in  so  doing,  having 
produced  the  finest  health  care 
system  in  the  world,  he  faces  in- 
creasingly severe  criticism  from  all 
sides.  He  knows  what  the  President 
of  the  United  States  thinks,  espe- 
cially when  hearing  the  opinion  that 
the  single  largest  impediment  to 
progress  is  the  American  Medical 
Association,  and  that  if  Congress 
really  wants  to  get  a  handle  on  infla- 
tion it  will  pass  hospital  cost  con- 
tainment legislation.  The  late  and 
not  too  lamented  Joseph  Califano  of 
Health,  Education  and  Welfare  was 
busy  throughout  his  term  empha- 
sizing fraud  and  abuse,  yet  he 
couldn't  produce  any  hard  figures. 
There  is  little  to  suggest  that  Patricia 
Roberts  Harris  will  be  any  better. 


130  Prospect  Street 
Ridgewood.  N.J.  07450 

Chairman.  Ad  Hoc  Committee  to  Review  the  Principles  of 
Medical  Ethics.  .American  Medical  .Association 

Presented  at  the  North  Carolina  Medical  Society  Confer- 
ence for  Medical  Leadership.  Charlotte.  N.C.  February  2. 
1980 


Now  society  contends  with  Ralph 
Nader  and  Sidney  Wolfe,  who  on 
one  hand  crusade  for  physician  ad- 
vertising and  on  the  other  criticize 
the  pharmaceutical  industry  for 
wasting  money  on  advertising. 
Along  with  these  are  the  labor 
unions  which  want  to  get  problems 
of  health  care  coverage  off  the  bar- 
gaining table,  and  the  Gray  Panthers 
whose  vested  interests  exceed  all 
others  in  their  quest  for  government 
control  of  the  profession. 

Yet  perhaps  some  of  this  criticism 
is  warranted  after  all,  for,  bent  on 
producing  the  best  for  all,  and  of 
course  aided  by  misguided  social 
programs,  the  physician  has  ig- 
nored cost  and  priorities,  until  now 
we  are  told  resources  are  limited 
and  that  some  segments  of  the  pub- 
lic are  saying  "enough." 

To  some  degree  it  must  be  ad- 
mitted that  this  is  not  entirely  with- 
out justification.  Health  care  al- 
ready is  the  most  heavily  subsidized 
industry  in  this  country  and  is  the 
third  largest.  Health  utilizes  10%  of 
the  entire  federal  budget  and  almost 
99f  of  the  gross  national  product. 
Little  wonder  then  that  the  public 
sector  has  increasing  interest  in  how 
these  resources  are  spent  and  will 
continue  to  attempt  to  gain  control 
over  them. 

Three  things  should  now  be  self- 
evident:  (1)  We  cannot  do  every- 
thing scientifically  possible  for 
everybody  everywhere.  (2)  We 
must  decide  what  we  are  going  to  do 


for  whom  and  where,  or  it  will  be 
decided  for  us.  (3)  Medical  care  is 
only  one  of  the  determinants  of 
health  (parenthetically  I  suppose  we 
should  be  thankful  that  Americans 
spend  almost  as  much  on  medical 
care  as  on  tobacco,  alcohol  and 
cosmetics). 

But  as  a  result  expectations  are 
changing,  and  now  it  is  not  that  the 
providers  of  medical  care  will  try  to 
do  society  ill,  it  is  that  they  will  try 
to  do  too  much  good.  The  simple 
fact  is  that  health  care  can  expand 
infinitely  and  can  legitimately  ab- 
sorb every  dollar  society  is  willing 
to  make  available  to  it.  We  also 
know  how  to  practice  a  style  of 
medicine  which  if  extended  indis- 
criminately would  be  far  more  ex- 
pensive than  this  country  can  or 
should  pay,  and  certainly  far  more 
expensive  than  the  meager  im- 
provement in  health  would  justify. 

Ivan  Illich  in  his  latest  social  blast 
called  Medical  Nemesis  (which 
should  be  standard  reading  for  all 
physicians)  reaches  the  startling 
conclusion  that  the  medical  estab- 
lishment has  become  a  major  threat 
to  health.  He  sees  that  society  has 
transferred  to  physicians  the  ex- 
clusive right  to  determine  what  con- 
stitutes sickness,  who  is  or  might 
become  sick  and  what  shall  be  done 
to  such  people.  This,  he  maintains, 
has  resulted  in  the  rituals  for  ex- 
ample, of  the  yearly,  but  probably 
unnecessary  physical  examination, 
the  long  term  maintenance  of  the 
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hopelessly  ill,  the  medicating  of  any 
and  all  conditions,  and  the  produc- 
tion of  medicine  as  a  commodity 
which,  if  only  extended  far  enough, 
should  assure  good  health. 

It  is  this  medicalization  of  society 
which  ends  up  spending  309f  of  the 
budget  on  lOT  of  the  people,  in- 
creases the  use  of  tranquilizers  to  10 
times  that  of  alcohol,  and  in  the  end 
deprives  the  citizen  of  his  ability  to 
understand  or  determine  his  own 
medical  future,  not  infrequently 
forcing  courts  to  make  medical  de- 
cisions. 

Illich  concludes  by  saying,  "The 
level  of  public  health  corresponds  to 
the  degree  to  which  the  means  and 
responsibility  for  coping  with  illness 
are  distributed  among  the  total 
population.  This  ability  to  cope  can 
be  enhanced,  but  never  replaced,  by 
medical  intervention.  The  society 
which  can  reduce  professional  in- 
tervention to  the  minimum  will  pro- 
vide the  best  conditions  for  health." 
Think  about  that  for  a  time.  We  are 
studying  more  and  more  about  less 
and  less  until  in  the  not  too  distant 
future  it  will  be  difficult  to  find  any- 
one who  is  "completely  healthy." 

Without  too  much  doubt  we  have 
been  too  successful  in  the  develop- 
ment of  medical  technology.  Should 
we.  for  example,  marvel  over  the 
transplantation  of  a  heart  when 
children  in  the  inner  cities  are  dying 
of  diseases  for  which  they  could  be 
immunized?  It  would  be  reassuring 
to  assume  that  technology  is  imper- 
sonal in  development  and  therefore 
justified  at  all  levels.  But,  like  it  or 
not,  every  new  program  reflects  and 
influences  values,  ideas,  theories 
and  beliefs,  and  as  medical  sciences 
have  advanced  the  related  social 
and  ethical  issues  have  been  mul- 
tiplied far  beyond  expectation. 

But  other  things  have  been  going 
on  in  society  at  the  same  time.  Re- 
cent decades  have  seen  a  decrease 
in  close,  continuing  relationships  at 
all  levels.  There  is  a  growing  ten- 
dency for  professionals  to  work  in 
large  bureaucracies  rather  than  as 
individuals  with  the  consequent  loss 
of  the  personal  touch.  There  is  a 
decline  of  public  trust  in  all  institu- 
tions. Conflicts  are  arising  between 
the  obligation  to  individuals  and  the 
larger  duty  to  serve  the  public  inter- 
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est.  America  no  longer  seems  so 
diverse  so  much  as  it  seems  split 
asunder  into  innumerable  special 
interests,  all  pushing  their  rights, 
increasing  their  claims  on  the  rest  of 
society,  and  most  of  all  quite  sensi- 
tive to  any  infringement  by  others. 

Derek  Bok.  president  of  Harward 
University  said  this  spring.  "When 
individual  groups  push  one  another 
for  advantage,  the  sense  of  trust  in 
established  institutions  declines  and 
the  points  of  friction  and  disagree- 
ment quickly  multiply.  As  the  ar- 
biter of  social  conflict,  the  govern- 
ment is  called  upon  ever  more 
frequently  to  protect  the  interest  of 
one  group,  promote  the  interest  of 
another,  or  simply  to  resolve  the 
growing  number  of  disputes."  It 
does  not  take  too  much  imagination 
to  see  a  similar  analogy  occurring 
in  organized  medicine,  especially 
when  one  talks  about  specialty  so- 
cieties as  relating  to  the  American 
Medical  Association. 

And  so,  here  we  are.  On  the  one 
hand,  pressed  by  cost  containment 
with  a  threatened  public  takeover  of 
medicine  (not  to  make  it  better,  but 
to  make  it  more  uniform  and  con- 
trollable), and  on  the  other  hand, 
pressed  by  all  those  special  interest 
groups  who  feel  medicine  is  either 
depriving  or  ignoring  them.  In  this 
light  it  is  not  difficult  to  see  why  the 
federal  government  and  public  are 
increasingly  active  regarding  medi- 
cal affairs,  and  in  all  candor,  there 
are  those  who  ask  what  took  the 
Federal  Trade  Commission  so  long 
to  get  to  medicine. 

Apparent,  then,  is  the  conclusion 
that  the  medical  profession  can  no 
longer  function  independently  from 
society,  as  much  as  we  might  like  to 
think  a  science  should.  We  do  not 
and  cannot  operate  in  a  vacuum. 
More  than  a  century  ago.  Oliver 
Wendell  Holmes  said.  "The  truth  is 
that  medicine,  professedly  founded 
on  observation,  is  as  sensitive  to 
outside  influences  —  political,  reli- 
gious, philosophical,  imaginative  — 
as  is  the  barometer  to  changes  in 
atmospheric  pressure." 

What  every  professional  should 
bear  in  mind  is  the  distinction  be- 
tween a  profession  and  a  function. 
The  function  may  be  eternal,  but  the 
profession  is  temporal  and  can  be 


destroyed  or  destroy  itself  very 
rapidly.  Put  most  simply,  the  town 
crier  is  gone,  but  the  broadcaster  on 
electronic  media  fulfills  the  same 
function,  albeit  in  a  very  different 
form.  All  professions,  even  those 
seemingly  ancient  and  continuous, 
have  changed.  Everyone  should 
realize  that  a  profession  does  not 
exist  for  itself,  but  for  a  purpose, 
and  must  function  under  the  con- 
straints set  by  those  who  commis- 
sion its  work.  The  modern  profes- 
sion has  enjoyed  a  monopoly  for  so 
long  that  it  tends  to  forget  that  it  is  a 
privilege  given  in  exchange  for 
human  benefit. 

It  is  time  our  profession  faces  this 
reality,  squarely  and  unafraid,  be- 
cause reality  tells  us  there  is  a  whole 
host  of  alternative  health  profes- 
sionals —  chiropractors,  podia- 
trists, optometrists,  psychologists 
—  whom  the  public  has  chosen  to 
license  and  ultilize.  Ignoring  or  try- 
ing to  reject  them  is  no  longer  feasi- 
ble, or  legally  possible,  and  we 
should  seek  to  find  ways  to  accom- 
modate them  into  the  health  care 
system.  We  might  even  find  them 
helpful,  or  the  public  might  clearly 
see  their  failings. 

Reality  tells  us  there  is  incompe- 
tence within  the  profession,  not  in 
large  quantity,  but  enough  to  give 
our  critics  grist  for  their  mills.  Real- 
ity tells  us  there  are  people  out  there 
who  are  not  getting  the  care  they 
need  because  of  inaccessibility  or 
inability  to  afford  it.  and  finally  re- 
ality tells  us  that  health  care  costs 
continue  to  rise  more  rapidly  than 
even  we  can  justify. 

These  are  the  pressing  issues 
which  the  profession  must  address 
with  all  the  vigor  it  possesses.  For 
these  are  the  issues  upon  which  the 
very  future  of  medicine  will  be  de- 
termined. 

But  having  said  all  of  this,  there 
are  additional  problems:  first,  this 
huge  press  for  change  by  the  gov- 
ernment and  the  public  has  never 
been  and  is  not  now  being  guided  by 
anyone  who  has  any  perception  of 
the  consequences  of  his  decisions 
or  actions.  And  secondly,  and 
perhaps  more  importantly,  there  is 
no  real  leadership  in  the  health  care 
system  either,  only  an  array  of  spe- 
cial interests,  each  determined  to 
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promote  its  own  cause  at  the  ex- 
pense of  others.  If  you  doubt  this, 
watch  the  internecine  disputes  in 
the  health  care  field. 

On  our  present  course,  there  will 
inexorably  be  a  public  takeover  of 
medicine,  and  while  many  of  these 
events  are  perhaps  justifiable  con- 
sequences of  our  attitudes,  more 
often  than  not  they  are  the  results  of 
vacuums  created  or  tolerated  by  the 
profession  itself.  The  emerging 
great  problem  of  our  time  is  not  how 
to  produce  change  but  rather  how  to 
direct  it  so  that  it  does  not  over- 
whelm us.  The  ultimate  tragedy  of 
American  medicine  may  well  be 
that  while  quick  to  accept  scientific 
change  it  could  not  adapt  to  the  so- 
cial consequences  of  those  changes. 
The  profession  is  probably  facing  its 
last  opportunity  to  provide  the  kind 
of  leadership  upon  which  our  credi- 
bility and  our  very  survival  will  de- 
pend. How  we  deal  with  all  these 
pressures  upon  us  may  well  deter- 
mine whether  we  continue  as  a 
profession  or  are  reduced  to  the 
status  of  provider. 

About  now  you  should  be  won- 
dering where  the  issue  of  ethics  en- 
ters. George  Bernard  Shaw  said, 
"Every  profession  is  a  conspiracy 
against  the  laity."  This  is  what  the 
Supreme  Court  said  in  the  Goldfarb 
case.  That  is  what  the  FTC  is  saying 
to  medicine,  and  that  is  what  Ivan 
Ulich  is  saying  to  the  public.  While 
the  term  may  be  a  bit  harsh,  by  vir- 
tue of  special  knowledge,  even 
though  earned  through  hard  educa- 
tion and  training,  until  very  recently 
medicine  was  indeed  a  pure 
monopoly,  and  it  still  is  in  the  view 
of  Dr.  Carlton  Chapman,  president 
of  the  Commonwealth  Fund,  who  in 
a  recent  Harvard  lecture  said  that 
our  current  10  principles  of  Medical 
Ethics  recognize  no  obligation  to 
society  and  are  in  a  direct  line  of 
transmission  from  the  I6th  century 
London  Royal  College  of  Physi- 
cians, and  were  drawn  up  to  pro- 
mote the  good  of  the  profession 
while  saying  almost  nothing  about 
the  patient.  It  is  thus  the  appearance 
of  benefit  from  closely  held  ex- 
pertise that  angers  the  public  and 
increases  the  demand  for  regula- 
tion. Increasingly  the  current 
ramifications  of  the  profession  and 


the  public's  attitude  toward  it  re- 
quire that  we  share  this  monopoly. 
The  issue  is  not  shall  we  share  it, 
public  policy  has  already  decreed 
that  we  should,  but  rather  how  can 
we  share  it  without  diminishing  our 
preeminence  as  a  profession. 

These  then  are  the  external  pres- 
sures, along  with  some  from  within, 
that  require  our  profession  to  look 
at  our  current  ethical  pronounce- 
ments. Great  emotion  is  attached  to 
perceived  classical  mandates  as- 
sumed to  have  stood  intact  for  cen- 
turies and  in  which  any  alteration 
would  be  blasphemy.  Yet  many 
medical  schools  no  longer  adminis- 
ter the  Hippocratic  oath  —  indeed  if 
the  profession  still  took  that  oath 
literally,  it  would  be  swearing  by  the 
God  Apollo,  and  there  would  be  no 
surgeons.  Also  don't  forget  that  the 
10  principles  of  Medical  Ethics 
which  so  many  stoutly  defend  as 
eternal  were  only  the  first  codifica- 
tion of  an  already  changing  folklore 
and  were  produced  in  1957,  only  23 
years  ago.  And  as  much  has  prob- 
ably happened  in  our  society  since 
1957  as  happened  between  Hippoc- 
rates and  1957.  Think  about  it — 
technology  growing  by  leaps  and 
bounds,  welfare  becoming  univer- 
sal, increasing  consumer  agitation 
with  a  taxing  of  all  our  public  institu- 
tions, the  continuing  and  expanding 
governmental  philosophy  of  inter- 
vention as  the  only  way  to  adjust 
appropriately  the  inequities  and  dif- 
ficulties within  our  society,  and  fi- 
nally the  concept  of  health  care  as  a 
right  and  not  a  privilege. 

To  all  of  this,  we  as  a  profession 
have  either  subscribed  or  we  have 
reluctantly  accepted  it  as  a  fact  of 
life.  Now  we  must  with  equal 
equanimity  accept  needed  changes 
in  our  own  philosophy  in  response 
to  public  pressure.  Everything 
about  us  is  changing,  and  not  all  for 
the  worse.  To  be  dragged  kicking 
and  screaming  by  the  public  and  the 
government  into  the  real  world  of 
the  '70s  and  '80s  will  do  little  to 
enhance  our  credibility  or  effec- 
tiveness. There  are  legitimate  legal 
and  societal  demands  which  require 
our  attention  in  a  constructive 
fashion  and  which,  if  ignored,  will 
be  imposed  upon  us. 

Recognizing  these  many  factors. 


the  Judicial  Council  of  the  Ameri- 
can Medical  Association  in  1977 
proposed  a  revision  of  the  Princi- 
ples of  Medical  Ethics  for  the  stated 
purpose  of  modernizing  the  lan- 
guage, eliminating  the  reference  to 
gender  and  reaching  a  proper  stance 
between  professional  principles  and 
contemporary  society.  Associated 
with  this  proposed  revision  were  of 
course  problems  of  advertising  as 
brought  to  the  forefront  by  the  FTC, 
the  chiropractic  suits,  and  the  con- 
cern over  Judicial  Council  Opinions 
and  Reports  section  3.70,  as  well  as 
the  move  toward  collectivism  as 
perceived  by  some  of  the  member- 
ship. 

The  House  of  Delegates  rejected 
that  report  and  appointed  a  com- 
mittee to  study  the  matter  further. 
The  committee  was  a  good  one, 
shirking  no  responsibility  and 
shunning  no  controversy.  The 
committee  saw  as  its  first  task  the 
understanding  of  how  ethics  are 
generated,  for  whom  they  are  in- 
tended and  how  they  change. 

As  a  consequence  of  its  delibera- 
tions, the  committee  at  the  1978 
interim  Meeting  of  the  House  of 
Delegates  presented  an  initial  report 
which  in  part  concluded  that:  (I)  A 
code  of  ethics  was  desirable  for  the 
guidance  of  the  profession;  (2)  That 
the  medical  profession  was  no 
longer  perceived  as  the  sole  guard- 
ian of  public  health  and  therefore 
would  need  to  share  some  of  its  re- 
sponsibilities: (3)  That  while  physi- 
cians need  to  be  responsive  to  pa- 
tients and  the  profession,  they  also 
need  to  be  responsible  to  society 
and  to  themselves;  (4)  That  the  body 
that  generates  ethics  be  separate 
and  distinct  from  the  body  which 
interprets  them:  (5)  That  gender  has 
no  place  in  a  professional  code;  and 
(6)  That  neither  version  of  Medical 
Ethics,  the  1957  version  or  the  pro- 
posed revision,  was  acceptable  as  a 
statement  of  the  position  of  the 
profession  at  the  present  time. 

With  the  acceptance  of  this  re- 
port, the  committee  believed  an  en- 
tirely new  set  of  principles  was  ex- 
pected, a  set  of  principles  that 
would  go  beyond  addressing  areas 
of  external  pressure  and  produce 
statements  appropriately  articulat- 
ing the  role  and  responsibility  of  the 
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profession  in  contemporary  soci- 
ety. After  extensive  study  the 
committee  concluded  that  moral 
principles  apply  to  all  segments  of 
society,  whereas  ethical  statements 
represent  a  specific  application  of 
those  moral  principles  to  a  particu- 
lar segment  of  that  society.  There- 
fore, there  is  no  unique  code  of 
Medical  Ethics,  only  a  unique  ap- 
plication, and  as  morals  change  — 
and  they  do  —  so  must  ethics. 
Ethics  evolve  out  of  human  ex- 
perience, telling  us  what  we  ought 
to  do  and  defining  the  limit  within 
which  behavior  is  acceptable.  They 
are  not  laws  but  guidelines  by  which 
to  measure  honorable  behavior. 
Since  they  are  guidelines,  individual 
discretion  is  maximized,  but  so  is 
individual  accountability.  This  is  as 
it  should  be,  for  the  hallmark  of  a 
professional  is  the  willingness  to  as- 
sume individual  responsibility  for 
professional  activities.  And  if  we 
are  not  prepared  to  do  that,  we  are 
all  wasting  our  time. 

Once  again  the  distinction  be- 
tween a  function  and  a  profession 
should  be  emphasized.  The  function 
is  eternal,  but  the  profession  must 
perform  that  function  within  the 
constraints  set  by  those  who  com- 
mission its  work,  or  conflict  will  be 
inevitable.  The  profession  therefore 
exists  for  purposes  defined  by  soci- 
ety: a  sobering  but  inescapable  con- 
clusion. 

In  considering  the  current  Princi- 
ples of  Medical  Ethics,  the  com- 
mittee wished  to  develop  a  set  of 
statements  of  greater  meaning  and 
broader  application  —  not  to  change 
the  mandate,  but  rather  its  applica- 
tion. After  considerable  study  and 
examination  of  the  principal  areas 
of  concern  the  committee  settled  on 
seven  statements  which  appeared  to 
address  those  areas  most  appro- 
priately. The  first  statement  is  a 
concise  definition  of  mission  em- 
phasizing the  magnitude  of  a  physi- 
cian's commitment  and  how  it  shall 
be  met.  The  second  statement  is  a 
clear  mandate  for  self  discipline. 


calling  on  the  precepts  of  fairness 
and  honesty  toward  all.  The  de- 
ceitful are  to  be  exposed,  the  im- 
paired helped  and  the  unscientific 
educated.  The  third  statement 
speaks  for  obedience  to  law  but 
suggests  attempts  at  modification  of 
those  laws  which  are  contrary  to 
sound  medical  practice.  The  fourth 
statement  guarantees  due  process 
both  to  the  physician  and  the  public, 
establishing  a  professional  relation- 
ship based  upon  mutual  trust  which 
can  only  be  breached  by  legal  re- 
quirements. The  fifth  statement 
speaks  to  the  implementation  of  the 
physician's  mission  based  upon 
sound  scientific  concepts,  the  abil- 
ity of  the  public  to  make  intelligent 
health  choices  both  as  to  procedure 
and  person,  and  the  liberal  use  of 
consultation  with  other  health  pro- 
fessionals. The  sixth  statement  ad- 
dresses those  rights  reserved  to  the 
physician  who  is  entitled  freedom  of 
individual  choice  if  individual  tal- 
ents are  to  be  developed  to  the  full- 
est. And  the  seventh  statement 
speaks  to  the  responsibility  of  the 
physician  as  a  citizen,  who  by  virtue 
of  special  education  may  have 
additional  value  to  society. 

All  the  classical  demands  of  soci- 
ety and  the  concerns  of  the  profes- 
sion are  addressed  by  these  seven 
principles,  a  very  demanding  set  of 
statements  which  recognize  social 
and  professional  reality.  Of  course 
they  are  not  going  to  solve  all  the 
problems,  but  interpretations  by  the 
Judicial  Council  and  a  revision  of 
the  Opinions  and  Reports  should  go 
a  long  way  toward  erasing  am- 
biguities. These  statements  also  do 
not  specifically  address  many  of  the 
problems  remaining  before  the 
profession  such  as  those  of  bio- 
ethics  and  genetic  alteration,  the 
relationship  to  limited  licensed 
practitioners,  and  the  theoretical 
yet  practical  distinction  in  respon- 
sibility between  a  physician  acting 
in  a  purely  diagnostic  role  whose 
responsibility  to  a  patient  ends  with 
the  rendering  of  competent  report 


and  those  physicians  who  function 
diagnostically  and  therapeutically 
whose  responsibility  to  the  patient 
continues  as  long  as  therapy  or  its 
effects  last. 

Obviously  this  new  set  of  princi- 
ples has  not  met  with  universal  en- 
thusiasm, because  few  human  acts 
are  as  hard  as  the  facing  of  facts  in 
conflict  with  long  held  philosophical 
views.  But  contrary  to  the  belief  of 
some,  the  committee's  goal  was  not 
to  dilute  or  weaken  a  physician's 
ethical  requirements  but  rather  to 
broaden  them  to  universal  applica- 
bility, all  the  while  emphasizing  in- 
dividual responsibility.  All  this  is  in 
keeping  with  the  highest  tradition  of 
the  profession. 

Now  this  report  is  being  dissemi- 
nated to  the  membership  of  the  fed- 
eration, and  physicians  are  urged  to 
study  it  carefully,  balancing  philos- 
ophy with  reality.  The  ."Xmerican 
people  look  to  the  medical  profes- 
sion and  the  American  Medical  As- 
sociation to  establish  standards  for 
professional  conduct  in  response  to 
specific  problems.  Physicians  look 
to  the  American  Medical  Associa- 
tion for  guidance,  information, 
coordination  and  representation. 
To  fulfill  these  expectations  the  as- 
sociation must  have  a  strong  set  of 
ethical  principles  as  a  statement  of 
what  the  profession  and  its  indi- 
vidual members  stand  for,  em- 
phasizing how  these  members  are 
dedicated  to  public  service  without 
referring  to  specific  means  or  mech- 
anisms. Physicians  must  respond  to 
social  reality  by  working  with 
changing  concepts,  changing  in- 
stitutions, and  a  constantly  chang- 
ing group  of  health  professionals. 
Society  will  not  stand  still,  nor  will  it 
allow  any  segment  of  that  society  to 
remain  untouched. 

No  one  should  expect  any  Princi- 
ples of  Ethics  to  stand  intact  for- 
ever, but  by  responding  in  a 
consistent  fashion  to  a  rapidly  ex- 
panding and  changing  society,  the 
profession  can  be  worthy  of  the 
moment  and  of  the  future. 
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Rectal  Biopsy  in  Carpal  Tunnel 
Syndrome  in  Amyloidosis 


E.  Wayne  Massey,  M.D. 


ABSTRACT  Carpal  tunnel  syn- 
drome (CTS)  is  the  most  frequent 
compression  neuropathy  in  systemic 
amyloidosis.  Pathologic  evaluation  of 
the  flexor  retinaculum  at  surgical  de- 
compression of  the  wrist  often  dem- 
onstrates amyloid;  however,  two 
cases  are  presented  which  illustrate 
that  rectal  biopsy  is  an  important 
adjunct  in  patients  with  CTS. 

INTRODUCTION 

THE  most  common  form  of  com- 
pression neuropathy  in  systemic 
amyloidosis  (hereditary,  primary 
and  secondary)  is  carpal  tunnel 
syndrome  (CTS).  In  males.  CTS 
with  systemic  hereditary  amyloid- 
osis is  usually  associated  with  poly- 
neuropathy; it  is  occasionally  found 
in  females.  Familial  history  of  CTS 
can  lead  to  suspicion  of  Ruckavina 
(Swiss  family  of  Indiana  or  German 
family  of  Maryland)  or  Van  Allen 
type  (Scotland,  Ireland,  England), 
while  secondary  amyloidosis 
should  be  suspected  when  CTS  and 
neuropathy  occur  with  certain 
malignancies  (myeloma)  and  dys- 
proteinemias  (Waldenstrom's). ' 
Surgical  decompression  of  the  car- 
pal tunnel  can  give  lasting  results 
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since  the  nerves  are  not  infiltrated 
with  amyloid.'--'' 

Diagnosis  of  amyloidosis  in  pa- 
tients with  CTS  can  be  made  by 
obtaining  a  specimen  of  the  flexor 
retinaculum  at  surgery  for  compres- 
sion. However,  as  illustrated  by  the 
following  two  cases,  reliance  on  this 
procedure  for  recognition  may  be 
unrewarding.  Confirmation  of  the 
diagnosis  depends  largely  on  biopsy 
(rectal,  gingival  nerve,  renal,  liver). 

Case  I 

A  67-year-old  right-handed  man 
presented  to  the  National  Naval 
Medical  Center  with  transient 
weakness  on  his  right  side.  He  re- 
ported that  his  hands  had  "fallen 
asleep  a  lot""  for  years.  Positive 
findings  on  physical  examination 
included  a  left  carotid  bruit  and 
bilateral  weakness  of  his  abductor 
pollices  brevis  and  opponens  pol- 
lices.  greater  on  the  left.  TineFs  sign 
was  present  bilaterally.  Muscle 
stretch  reflexes  were  hypoactive 
but  present  except  at  the  ankles. 
Vibratory  and  joint  position  sense 
was  decreased  in  the  toes.  Strength 
in  the  legs  was  good. 

Cerebral  angiography  revealed  an 
ulcerated  plaque  at  the  left  bifurca- 
tion and  he  underwent  a  left  carotid 
endarterectomy.  During  his  post- 
operative course  a  rectal  biopsy  was 
performed  using  a  Ruben  tube  and 
amyloid  deposits  were  demon- 
strated on  Congo  red  stain.  In- 
travenous pyelogram  (IVP).  serum 


protein  electrophoresis  (SPE)  and 
gallium  scan  were  negative  and  no 
evidence  of  malignancy  was  found. 

He  was  followed  as  an  outpatient 
and  did  well  without  further  is- 
chemia. However,  paresthesia  of 
the  hands  persisted,  more  promi- 
nent in  the  left.  On  measurement  of 
nerve  conduction  velocities,  no 
sural  response  was  obtained;  right 
peroneal  nerve  exhibited  6.4  m/sec 
distal  latency  with  a  conduction 
velocity  of  39  m/sec;  left  median 
nerve  sensory  latency  was  3.9  and 
right  3.7.  (Normal:  sural  latency  > 
4.2  m/sec;  peroneal  distal  latency  > 
6.2;  velocity  >  49  m/sec;  median 
sensory  latency  >  3.5.  m/sec.) 

Due  to  marked  symptoms  he 
underwent  a  carpal  release  proce- 
dure on  the  left.  A  specimen  of  the 
flexor  retinaculum  was  examined 
using  special  stains  and  employing 
the  electron  microscope;  amyloid 
was  not  demonstrated.  Symptoms 
were  no  longer  present  in  the  left 
hand  after  three  months  but  they 
persisted  mildly  in  the  right  hand. 
One  year  later  mild  symptoms  were 
still  present  in  the  right  hand. 

Case  2 

A  49-year-old  right-handed  En- 
glish woman  had  experienced 
parathesia  in  both  hands  for  six 
years.  Her  grandmother  had  had 
similar  problems  which  required 
surgery  at  both  wrists  and  two  ma- 
ternal aunts  had  undergone  surgery 
in  a  London  hospital  for  carpal  tun- 
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nel  syndrome.  Examination  re- 
vealed weakness  in  the  abductor 
pollicis  hrevis  and  oppe>nens  pollicis 
with  positive  TineTs  sign  bilater- 
ally. The  only  sensory  abnormality 
was  a  vibratory  loss  in  the  toes. 
Galliimi  scan,  IVP  and  SPE  were 
normal.  Nerve  conduction  studies 
demonstrated  slow  median  nerve 
distal  latencies  with  right  median 
motor  5.2  m/sec;  left  median  motor 
4.7  m/sec:  right  sensory  3.7  m/sec; 
left  sensory  3.5  m/sec:  sural  latency 
4.0  m/sec  at  14  cm. 

The  patient  underwent  carpal 
tunnel  release  on  the  right.  Path- 
ologic examination  revealed  no 
amyloid  deposits  but  rectal  biopsy 
did  demonstrate  amyloid.  Eight 
months  after  surgery  her  right  hand 
was  without  paresthesia.  No  malig- 
nancy was  evident. 

DISCUSSION 

Bastian^  has  demonstrated  that 
appropriate  pathologic  examination 
of  the  flexor  retinaculum  in  "idio- 
pathic"" CTS,  especially  familial, 
can  be  rewarding.  However,  Mah- 


loudji  et  al-"'  found  amyloid  material 
obtained  at  surgery  for  carpal  tunnel 
syndrome  in  eight  of  12  patients. 
Lambird  and  Hartman'"  reported 
seven  of  10  patients  with  amyloid- 
osis and  CTS  had  amyloid  in  the 
flexor  retinaculum.  These  reports 
suggest  that  some  patients  with 
amyloidosis  and  clinical  CTS  do  not 
have  deposits  in  the  flexor  ret- 
inaculum. 

Biopsy  is  safe  if  done  at  an  acces- 
sible site  and  with  simple  precau- 
tions.'" Amyloid  infiltration  of 
blood  vessels  lends  tissues  a  certain 
amount  of  rubbery  rigidity  which 
makes  them  predisposed  to  bleed- 
ing. Therefore,  biopsy  at  sites  that 
can  be  visualized  directly  seems 
preferable.  With  appropriate  pre- 
cautions, however,  and  determina- 
tion of  platelet  count  and  prothrom- 
bin, bleeding  and  clotting  times, 
closed  biopsies  can  be  undertaken 
with  relative  impunity.  Skin,  gingi- 
val, rectal,  renal,  hepatic,  peroral 
small  intestinal,  splenic  and 
laryngeal  or  bronchial  biopsy  have 
been  performed.  Nerve  biopsy  may 


also  be  indicated  when  neuropathy 
is  suspected. 

Although  amyloid  may  be  present 
in  the  carpal  ligament,  perineurium 
and  pertendinous  structure,"'  biopsy 
at  surgery  of  the  wrist  may  not  be 
sufficient.  In  my  cases,  clinical  sus- 
picion of  systemic  neuropathy 
(Cases  1  and  2)  and  familial  history 
(Case  2)  prompted  rectal  biopsy  de- 
spite the  failure  to  demonstrate 
amyloid  in  material  taken  at  decom- 
pression. 
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I  could  nevercontent  my  contemplation  with  those  generall  pieces  of  wonder,  thetlux  and  retluxot'the 
sea.  the  encrease  of  Nile,  the  conversion  of  the  Needle  to  the  North;  and  [therefore]  have  studied  to 
match  and  parallel  those  in  the  more  obvious  and  neglected  pieces  of  Nature,  which  without  further 
travell  1  can  doe  in  the  Cosmography  of  my  selfe;  wee  carry  with  us  the  wonders,  wee  seeke  without  us: 
There  is  all  Africa,  and  her  prodigies  in  us;  we  are  that  hold  and  adventurous  piece  of  nature,  which  he 
that  studies  wisely  learnes  in  a  cufupenditim,  what  others  labour  at  in  a  divided  piece  and  endlesse 
volume.  —  Sir  Thomas  Browne,  ficlii;i<i  Medici. 
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PRACTICE  MANAGEMENT  PRIMER 
HOW  TO  GET  YOUR  DAY  IN  COURT 

DO  accept  patients  that  are  critical  of  your  peers  and  have  "doctor  shopped"  all  over  town. 

DON'T  participate  in  CME  as  this  may  reduce  future  allegations  of  misdiagnosis,  inappro- 
priate drug  regime,  outdated  information  and  surgical  procedures. 

DO  be  critical  of  another  doctor  or  his  management.  That  you  were  not  "there"  and  have 
incomplete  information  is  unimportant. 

DON'T  involve  the  patient.  Remain  aloof  and  adopt  the  master  and  servant  atmosphere. 
Then  when  a  possible  complication  or  bad  result  occurs,  it's  all  your  fault. 

DO  obliterate  or  cunningly  change  record  errors  rather  than  circle  the  erroneous  entry  and 
correct  it  in  the  margin,  dated  and  initialed. 

DON'T  keep  detailed,  neat  and  orderly  records  as  this  will  indicate  your  carelessness  and 
disorganization.  Also,  don't  record  broken  appointments  or  the  patient's  failure  to  follow 
your  instructions. 

DO  all  you  can  to  avoid  patient  and  family  when  there  is  an  untoward  event.  An  attitude  of 
genuine  concern  with  appropriate  explanations  will  only  renew  their  confidence  and  lead 
them  to  believe  you  are  aggressively  managing  the  situation. 

DON'T  seek  a  consultation  when  appropriate.  This  could  benefit  the  patient  or  support 
your  position. 

DO  persist  with  high  pressure  billing  practices  that  could  inflame  a  patient,  for  without  first 
reviewing  the  chart  or  making  a  sincere  effort  to  determine  the  reason  for  the  delinquency, 
there  may  be  a  genuine  issue. 

DON'T  be  cognizant  of  your  office  staff.  Their  unconcerned  curtness,  inappropriate  ap- 
pointment scheduling  and  lack  of  empathy  can  cause  a  patient  to  seek  redress  —  against 
you. 

Adhering  to  the  above  may  enable  you  to: 

Be  served  with  a  Summons  and  Complaint. 

Have  your  name  brought  to  the  attention  of  the  news  media. 

Take  time  off  from  your  practice. 

Spend  some  sleepless  nights. 

Meet  new  friends  (lawyers,  court  reporters,  peer  experts,  etc.). 

Pay  higher  insurance  rates. 


MEDICAL  LIABILITY  MUTUAL  INSURANCE  CO 

BOX  27285,  RALEIGH,  N.C.  27611 
(919)828-9334 


MEDICAL  COST  CONTROL  AND  THE 
CENTER  FOR  MEDICAL  COMMUNICATION 

From  time  to  time  members  of  our  profession  re- 
ceive letters  from  pollsters  asking  us  to  answer  ques- 
tions so  that  they  can  better  serve  the  public,  the  drug 
industry,  patients,  us,  even  the  government  and  any 
other  group  you  care  to  consider.  Some  of  them  rec- 
ognize that  filling  out  the  questionnaires  they  send 
takes  time  so  they  offer  recompense:  sincere  thanks,  a 
bright  new  quarter  or  in  the  case  of  The  Center  for 
Medical  Communications  in  Philadelphia  a  check  for 
$1  for  each  questionnaire  filled  out.  President  Robert 
C.  Bennett  of  the  center  recently  asked  me  to  take  a 
few  minutes  to  answer  a  few  questions  about  how  I  use 
drugs,  how  many  prescriptions  I  write  each  week  and 
the  brands  I  prefer  to  prescribe. 

These  drugs  are  classed  in  30  categories  and  338 
brand-name  preparations  are  listed,  almost  13  per 
category.  I  am  supposed  to  check  the  products  used 
and  to  estimate  my  total  weekly  prescriptions  in  each 
category.  Five  ranges  for  these  estimates  are  given  so 


that  150  entries  must  be  considered  for  this  response 
and  1.690  bits  of  information  processed  in  my  mind  if  I 
am  to  complete  this  portion  of  the  study.  Twenty-one 
other  items  are  to  be  considered  before  checking  the 
boxes  about  the  drugs  and  instructions  for  checking 
must  be  read  too. 

For  my  response  to  have  statistical  validity,  I  would 
have  to  accumulate  data  for  many  months  to  provide 
averages,  spending  more  hours  than  I  care  to  and 
increasing  my  costs  for  office  supplies.  Then  I  would 
have  to  study  the  questionnaire  and  answer  it.  At  least 
the  return  envelope  is  post-paid.  If  the  center  were  a 
philanthropic  organization,  I  might  be  able  to  deduct 
the  cost  of  the  time  donated,  but  I'm  sure  it  isn't  else  it 
would  have  been  asking  questions  about  my  use  of 
generic  drugs.  Our  patients  are  paying  the  bill  indi- 
rectly if  we  respond  to  such  surveys  and  it  is  difficult 
to  see  how  the  results  can  help  them  or  us.  Both  the 
check  and  the  questionnaire  have  made  it  to  the 
wastebasket. 

J.H.F. 


Correspondence 


THE  SHAPE  OF  THE  SKIN 

To  the  Editor: 

Women  studded  every  audience  at  the  60th  Annual 
Session  of  the  American  College  of  Physicians  in  San 
Francisco  in  May  of  "79.  Two  women,  Nannette  K. 
Wenger.  F.A.C.P.,  and  Dora  Goldslager,  F.A.C.P., 
added  prestigious  podium  presences  to  the  two-day 
learn-in  on  major  complications  of  myocardial  infarc- 
tion. A  mastership  was  conferred  on  a  woman,  Edithe 
J.  Levit,  at  the  convocation  of  the  college.  A  woman 
from  Australia,  Priscilla  Kincaid  Smith,  nephrologist, 
gave  two  "state  of  the  art"  lectures,  appeared  on  a 
panel  and  held  a  "meet  the  professor"  session. 

Medical  and  dental  schools  are  admitting  from  25% 
to  35%  women.  Some  are  said  to  be  pushing  toward 


50%.  This  is  a  far  cry  from  1943,  the  year  of  my 
medical  school  graduation  in  the  University  of  Wis- 
consin's first  four-year  class  at  Madison.  There  was 
then,  it  was  whispered,  an  unoffical  quota  for  women 
and  Jews  —  some  5%  combined.  During  my  rotating 
internship  at  Billings  Hospital  and  University  of 
Chicago,  I  was  assigned  as  tour  guide  for  a  group  of 
Russian  physicians.  "Yes,"  I  was  told  by  their  leader, 
"Fifty  per  cent  of  Russian  physicians  and  dentists  are 
women."  But,  he  added  matter  of  factly ,  "We  do  all 
the  planning  and  furnish  the  leadership." 

North  Carolina  is  the  state  of  my  adoption.  North 
Carolina  for  the  fourth  time  has  failed  to  ratify  the 
Equal  Rights  Amendment.  North  Carolina  ratified  the 
19th  Amendment,  giving  women  the  right  to  vote,  only 
after  women's  suffrage  had  become  the  law  of  the  land 
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and  it  no  longer  mattered.  Rumor  has  it  that  a  legis- 
lator with  the  crucial  vote  was  locked  in  the  men's 
room  during  roll  call. 

North  Carolina  was  the  first  to  have  a  state  sym- 
phony orchestra  which  now  enjoys  national  stature. 
North  Carolina  has  a  school  for  the  performing  arts. 
Its  state  art  museum  has  a  room  featuring /o//(7?  for  the 
blind.  There  is  a  state  zoo.  The  N.C.  Arts  Council 
funds  "artists  in  residence"  at  technical  institutes 
scattered  through  its  100  counties. 

North  Carolina  has  four  medical  schools.  The  Uni- 
versity of  North  Carolina  at  Chapel  Hill  and  East 
Carolina  University  Medical  School  at  Greenville, 
which  has  not  yet  graduated  its  first  class,  are  state- 
supported.  Duke  University  Medical  School  and 
Bowman  Gray  School  of  Medicine  of  Wake  Forest 
University  are  privately  endowed  and  enriched  by 
tobacco  money.  All  are  admitting  increasing  numbers 
of  women  who,  some  would  have  it,  will  be  denied 
"equal  protection  under  the  law." 

In  1979  ERA  did  not  get  out  of  a  senate  committee 
with  a  favorable  report.  In  1973  when  it  was  initially 
addressed  in  the  state  legislature,  I  had  a  call  from 
Raleigh.  "Would  I  speak  at  the  Senate  hearings  in 
favor  of  ERA?" 

"I  could  not  come  as  a  physician  in  the  private 
practice  of  internal  medicine,"  I  said.  "My  podium  is 
too  narrow.  There  are  not  enough  of  us.  I  could  not 
come  as  president  of  the  Fayetteville  Area  Chamber  of 
Commerce,  which  is  probably  how  you  heard  of  me.  I 
do  not  know  my  colleagues'  feelings  on  this  issue  and  I 
cannot  speak  for  them.  I  might  come  as  a  member  of 
the  Defense  Advisory  Committee  on  Women  in  the 
Services  (DACOWITS).  We  have  been  briefed  with 
great  expertise  by  Carol  Frings,  counsel  for  the  De- 
partment of  Defense,  on  the  probable  impact  of  ratifi- 
cation of  ERA  on  women  in  the  military  services,  a 
controversial  area.  It  is  to  this  I  would  speak.  But  who 
are  you  and  what  do  you  represent?"  She  gave  a  name 
which  now  eludes  me.  "I  represent  the  National  Or- 
ganization for  Women,"  she  said. 

Response;  "I  think  I  do  not.  The  R(ileii;h  News  and 
Observer  this  morning  headlined  NOW  as  espousing 
the  cause  of  lesbians  and  prostitutes.  I  daresay  they 
have  a  cause  that  needs  espousing  but  it  will  not  help 
ERA  to  pass." 

Voice:  "I  represent  the  Women's  Caucus." 

"1  think  1  do  not  for  the  same  reasons." 

Voice:  "I  represent  the  League  of  Women  Voters. 
The  American  Association  of  University  Women.  The 
Business  and  Professional  Women's  Club.  The  Al- 
trusa  and  Pilot  Clubs." 

"They  are  worthy  organizations.  Because  of  other 
commitments,  I  must  forego  membership  but  I  shall 
come." 

On  my  way  to  the  forum  I  snagged  my  panty  hose. 
In  1973  my  skirt  was  slightly  below  mid-thigh.  Lura 
Talley,  a  state  representative  from  Cumberland 
county,  and  her  secretary  assured  me  there  was  no 
way  to  get  a  replacement  before  the  appointed  hour 
despite  my  bare  knee. 
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•  provides  effective  symptomatic 

relief 
•b./.d.  dosage  simplifies  therapy 
•scored  tablet  for  dosage  flexibility 

OPTIMIKE 

azaladine  maleate   1  mg  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  in- 
fants  This  drug  should  nol  be  used  m  newborn  or  pre- 
mature infants 

Upe  in  Nursing  Mothers   Because  of  the  higher  risk  of  anti- 
histamines tor  infants  generally  and  for  newborns  and 
prematures  m  particular,  antihistamine  therapy  is  contrain- 
dicated  in  nursing  mothers 

Use  m  Lower  Respiratory  Disease  Antihistamines  should 
NOT  be  used  to  treat  lower  respiratory  tract  symptoms 

including  asthma 

Antihistamines  are  also  contraindicated  m  the  following 
conditions  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure:  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section) 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  m  patients  with   narrow  angle  glaucoma. 
stenosing  peptic  ulcer,  pyloroduodenal  obstruction; 
symptomatic  prostatic  hypertrophy,  bladder  neck 
obstruction 

Use  in  Children.  In  infants  and  children  especially,  anti- 
histamines in  overdosage  may  cause  hallucinations,  con- 
vulsions, or  dealti. 

As  in  adults,  antihistamines  may  dimmish  mental  alertness 
in  children.  In  the  young  child,  particularly,  they  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 
CHILDREN  UNDER  12  YEARS  OF  AGE 
Use  m  Pregnancy   Experience  with  this  drug  in  pregnant 
women  is  inadequate  to  determine  whether  there  exists  a 
potential  for  harm  to  the  developing  letus 
Use  with  CNS  Depressants.  Azatadme  maleate  has  additive 
elfects  with  alcohol  and  other  CNS  depressants  (hypnotics, 
sedatives,  tranquilizers,  etc  ) 

Use  in  Activities  Requiring  Ivlental  Alertness   Patients 
should  be  warned  about  engaging  m  activities  requiring 
mental  alertness,  such  as  driving  a  car  or  operating  appli- 
ances, machinery,  etc. 

Use  m  the  Elderly  (approximately  60  years  or  older)  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  m  elderly  patients 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and.  therefore,  should  be  used  with  caution  in  patients 
with   a  history  of  bronchial  asthma,  increased  intraocular 
pressure,  hyperthyroidism,  cardiovascular  disease, 
hypertension 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines. 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined 

General  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity, excessive  perspiration,  chills,  dryness  of  mouth. 
nose,  and  throat. 

Cardiovascular  System:  Hypotension,  headache,  palpita- 
tions, tachycardia,  extrasystoies. 

Hemaiotogic  System   Hemolytic  anemia,  thrombocyto- 
penia, agranulocytosis 

Nervous  System    Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation, nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions 
Gastrointestinal  System    Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea   constipation 
Genitourinary  System:  Urinary  frequency,  difficult  urina- 
tion, urinary  retention,  early  menses 

Respiratory  System:  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness. 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion  Stimulation  is  particularly  likely  in  children   Atropine- 
like  signs  and  symptoms  (dry  mouth,  fixed,  dilated  pupils, 
flushing,  and  gastrointestinal  symptoms)  may  also  occur 
If  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit   This  is  best  done  by  having 
him  drink  a  glass  of  water  or  milk  after  which  he  should  be 
made  to  gag   Precautions  against  aspiration  must  be  taken. 
especially  m  infants  and  children. 
I(  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand   Isotonic 
and  ':  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content. 
Stimulants  should  not  be  used. 
Vasopressors  may  be  used  to  treat  hypotension 
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In  a  briefing  by  a  state  senator  I  learned  that  each 
speaker  would  have  three  minutes.  One  who  spoke 
overtime  would  steal  from  the  next.  Each  side  was 
allotted  45  minutes.  Among  those  to  speak  in  favor  of 
ERA,  the  president  of  Meredith  College  was  allotted 
five  minutes.  Meredith,  a  girls'  school,  now  has  a  few 
capitive  males.  Grace  Rohrer.  secretary  of  Cultural 
Resources,  was  allowed  five  minutes.  She  was  to  read 
a  statement  from  Anne  Armstrong,  a  former  member 
of  DACOWITS  serving  as  President  Nixon"s  adviser 
on  women's  affairs  in  a  Republican  administration  — 
and  this  was  a  strongly  Democratic  legislature. 

I  was  15th  on  a  list  of  15.  By  simple  arithmetic  I  was 
unlikely  to  get  to  the  rostrum.  The  cons  won  the  toss  of 
a  coin  with  Phyllis  Schlafly  leading  off.  She  is  a  very 
personable,  articulate  lady  who  has  brainstormed 
every  state  legislature  with  finely  honed  publicity 
techniques  and  the  blinkered  tunnel  vision  of  a  zealot. 
Her  cohorts  filled  the  "standing  room  only"  chamber 
and  aisles  with  Stop  ERA  arterial  signs  held  aloft. 

She  said.  "I'll  tell  you  what  ratification  of  ERA  will 
mean.  Women  will  be  drafted  for  combat.  They  will 
live  in  foxholes.  They  will  carry  60-pound  packs  on 
their  backs.  They  will  share  common  restrooms.  They 
will  be  billeted  with  the  men,  and  no  man  will  pay 
alimony!"  Not  true  —  but  charged  with  emotional 
appeal  and  hard  to  counter  when  spoken  in  a  soft  voice 
with  sweet  reasonableness. 

Those  in  favor  were  seated  at  the  rear  of  the  plat- 
form. 1  held  my  program  before  my  face  to  shield  my 
vision  from  the  glare  of  televison  lights  focused  on  the 
speaker  and  partly  from  embarrassment  at  the  circus 
atmosphere.  I  suspect  decisions  are  rarely  made  at 
public  hearings,  which  may  be  "sound  and  fury  — 
signifying  nothing."  Unhappily,  legislators  may  be 
moved  to  believe  re-election  safely  rides  on  the  band- 
wagon of  highly  vocal  groups  in  public  focus. 

Speaking  effectively  for  ERA  was  Elizabeth 
Koonce,  one-time  president  of  the  National  Teachers 
Association,  and  then  an  appointee  in  Nixon's  labor 
department.  She  said.  "It  is  now  illegal  to  discriminate 
because  of  the  shade  of  the  skin.  We  must  make  it 
illegal  to  discriminate  because  of  the  shape  of  the 
skin."  1  thought,  "Vive  la  difference." 

By  2:50  the  session  was  over  and  so  was  the  lunch 
hour.  Rep.  Talley's  secretary  called,  "There  you  are. 
I  got  you  a  sandwich  but  1  couldn't  find  you,  so  I  ate 
it."  She  ushered  me  into  the  House  gallery  where  I 
was  acknowledged  by  the  reader:  "The  entire  Cum- 
berland county  delegation  offers  the  courtesy  of  the 
gallery  to  Dr.  Lynn  Johnsen,  president  of  the  Fayette- 
ville  Area  Chamber  of  Commerce."  I  bowed  and 
smiled  with  my  knee  hanging  out.  A  lady  next  to  me 
introduced  herself.  I  told  her  I  was  starved.  She  had  a 
pack  of  crackers:  I  ate  them  all. 

The  door  through  which  I  left  the  legislative  building 
was  not  the  one  through  which  I  had  entered.  It  was 
drizzling  rain;  I  had  a  heavy  DACOWITS  briefcase  — 
I  can't  think  why.  I  certainly  didn't  need  it.  I  walked 
two  blocks  in  all  directions  but  could  not  find  my  car.  I 
landed  at  the  Capitol  police  station  and  said,  "I  am  Dr. 


Lynn  Johnsen  from  Fayetteville.  I  know  exactly 
where  I  left  my  car  but  I  have  mislaid  the  parking  lot. 
Can  you  help  me?"  By  this  time  I  needed  a  keeper  — 
not  ERA.  The  chief  for  that  shift  asked  how  I  got 
there.  "Down  the  street  past  the  museum  of  art,  past  a 
"no-left-turn"  sign,  then  left  to  a  lot  to  the  left  num- 
bered 2  something.  I'm  in  space  28." 

"That  is  the  mansion  parking  lot:  No.  28  is  reserved 
for  government  employees.  Are  you  a  government 
employee." 

"No,  sir,  but  I  was  told  to  park  there  by  a  pretty 
redhead.  The  visitor  spaces  were  filled.  I  asked  her 
where  1  might  park.  She  asked  if  I  was  on  government 
business.  1  said  I  was  and  she  said,  park  here,  so  I 
did."  I  had  been  so  preoccupied  with  my  torn  hose  I 
hadn't  seen  the  mansion  or  the  wall. 

I  was  escorted  in  a  police  car  to  my  own  vehicle  and 
I  drove  home.  At  Fayetteville  Hamont  Grill,  I  ate  with 
Beth  Finch,  then  city  councilwoman.  now  mayor,  and 
told  her  my  tale.  On  Friday,  the  Fayetteville  Observer 
carried  a  front  page  story  by  Gene  Wang,  a  wire  ser- 
vice legislative  reporter,  on  Thursday's  ERA  hear- 
ings. The  first  column  was  interrupted  by  a  box  an- 
nouncing that  Dr.  Lynn  Johnsen.  president  of  the 
Fayetteville  Area  Chamber  of  Commerce,  had  gone  to 
the  hearings  but  did  not  speak  because  the  allotted 
time  ran  out.  I  was  intrigued  to  learn  it  was  front  page 
news  that  I  did  not  speak  anytime,  anywhere,  on  any 
subject. 

Monday  morning's  mail  brought  a  manila  envelope 
with  a  Murchison  and  Bailey  label.  I  pulled  out  a  pair 
of  panty  hose.  Murchison  and  Bailey  is  an  advertising 
agency.  1  thought.  "What  a  great  sample."  In  the 
bottom  was  a  card  with  a  print  of  the  historic  market 
house  and  a  note  from  the  mayor.  Jackson  F.  Lee, 
later  to  be  state  chairman  of  the  Republican  party: 
"We  can't  have  our  leading  ERA  proponent  running 
around  in  this  unkempt  fashion.  Jack." 

Are  women  discriminated  against  under  the  law  in 
North  Carolina?  It's  improving.  Perhaps  because  of 
the  impetus  of  ERA.  many  very  real  legal  disabilities 
have  been  lifted. 

For  example,  when  I  left  the  relative  shelter  and 
security  of  a  staff  position  at  the  North  Carolina 
sanatorium  at  McCain  for  private  practice  in  Fayette- 
ville I  had  a  slow  start.  I  was  under-capitalized  and  had 
to  borrow  an  additional  $10,000.  There  was  not  a  bank 
in  1958  that  would  lend  a  woman  money  without  a 
male  co-signer  to  her  note.  My  father,  who  was  living 
with  me,  staked  me.  Otherwise,  I  would  have  had  to 
find  a  friend  with  trousers  who  would  take  a  chance. 
Last  year  I  was  elected  to  the  local  board  of  North 
Carolina  National  Bank.  This  has  nothing  to  do  with 
my  net  worth.  It  is  not  a  policy-making  board  but  it 
does  mean  that  a  major  bank  now  finds  it  appropriate 
to  have  a  woman's  voice  on  its  board.  Dr.  Juanita 
Kreps.  while  at  Duke  University  as  a  professor,  sat  on 
the  big  policy-making  board  of  NCNB  at  the  state 
level.  She  resigned  because  of  a  possible  conflict  of 
interest  when  she  became  President  Carter's  Secre- 
tary of  Commerce. 
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Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC 

Operating  in  the  U.S.  since  1977,  Boots  is  a  world-wide 
leader  in  pharmaceutical  research  and  manufacture.  Boots 
has  directed  its  efforts  toward  providing  products  useful  in 
the  practice  of  family  medicine. 
Some  of  our  better  known  products  are  Ru-Tuss"  and 
Ru-Vert' .  This  advertisement  highlights  three  other 
products  particularly  useful  for  the  family 


F-E-P  CREME 
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TWIN-K 
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SU-TON 
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For  the  Majority  of  Steroid-Responsivi 
Dermatoses*  Seen  in  Family  Practice 
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F-E-P  CREME® 

(lodochlorhydroxyquin — Pramoxine  HCI  -  Hydrocortisone)  ^' 

The  4  in  1  Corticosteroid  Cream 

Anti-inflammatory,  antifunsal,  antibacterial  action! 

and,  uniquely,  a  topical  anesthetic  for  imme 

diate  relief  of  the  itchins  or  burning  the 

frequently  accompanies  skin  prob 

lems.  One  size  (1/2  ounce),  onftyie 

strength  for  ease  of  prescription. 


•This  drug  has  been  evaluated  as  possibly  effecth 
for  these  indications.  See  prexribing  informatle 
on  last  page  of  this  advertisement. 
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For  Potassium  Supplementation 


TWIN-r 


Each  15  ml  supplies  20  mEq  of  potassium 
as  a  combination  of  potassium  gluconate 
(15  mEq)  and  potassium  citrate  (5  mEq)  in  a  sorbitol  base. 

The  good  tasting  potassium  supplement 

•  Designed  for  prophylactic  use  with  diuretics  and 
adrenocorticoids. 

•  Pleasant  taste  and  convenient  b.i.d.  dosage  aid 
patient  compliance. 

•  Avoids  the  problems  of  a  chloride  salt. 

"The  organic  salt  can  be ^ 

given  as  a  liquid  without 
producing  significant 
gastric  symptoms  and 
without  an  untoward 
effect  on  the  mucosa 
of  the  small  intestine."^ 

Note:  In  hypokalemic  hypochloremic  alkalosis,  potassium 
chloride  supplementation  may  be  preferred. 

1.  Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed.  1979,  W.B. 
Saunders  Co,  Philadelphia,  p,  1959 

See  prescribing  information  on  last  page 
of  this  advertisement. 
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or  the  Geriatric  Patient 

>U-TON" 


quid  Tonic 

pleasant  tasting  prescription  tonic  containing  iron,  vitamins, 
linerals,  an  analeptic  and  18%  alcohol.  Ideal  for  those  who 
lay  benefit  from  vitamin  deficiency  prevention.  Just  one 
iblespoon  before  each  meal. 

ach  45  ml  (3  tablespoonfuls)  contains: 
tntylenetetrazol 30  mg 

tacin 50  mg 
taminB-1 10  mg 
taminB-2 5  mg 
tamin  B-6 1  mg 
:amin  B-12 3  meg 

loline 100  mg 

DSitol 50  mg 

anganese  (as  Manganese  Sulfate) 1  mg 

agnesium  (as  Magnesium  Sulfate) 2  mg 

oc  (as  Zinc  Sulfate) 1  mg 

)n  (as  Ferric  Pyrophosphate,  Soluble) 22  mg 

cohol 18% 

;  prescribins  information  on  last  page  of  this  advertisement. 
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Please  send  me  patient  starter  samples  of: 

D  F-E-P  CREME' 
D  TWIN-K* 
D  SU-TON* 

Name 


Street  Address . 


City. 


.  State  - 


.Zip. 


F-E-P  CREME" 

DESCRIPTION:  F-E-P  Cremc  Is  a  topical  water  soluble  anti-inflam- 
matory, anesthetic,  preparation  intended  for  treatment  of  various 
inflammatory  skin  disorders.  The  druscontains  the  followins active 
insrcdients: 

lodochlorhydroxyquin 3.0% 

Pramoxine  Hydrochloride 0.5% 

Hydrocortisone 1  0% 

INDICATIONS  AND  USAGE: 
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Based  on  a  review  of  this  dnjg  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  rnforma- 
tion,  FDA  has  classified  the  indications  as  follows,  "Possibly 
effective".  Contact  or  atopic  dermatitis;  impetisinized 
eczema;  nummular  eczema;  infantile  eczema;  endosenous 
chronic  infectious  dermatitis;  stasis  demiatitis,  pyoderma; 
nuchal  eczema  and  chronic  eczematoid  otitis  externa;  acne 
urticata,  localized  or  disseminated  neurodermatitis;  lichen 
simplex  chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani), 
folliculitis;  bacterial  dermatoses;  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis);  moniliasis;  intertrigo. 
Final  classification  on  the  less-than-effective  indications 
requires  further  investigation 


Pramoxine  Hydrcxihioride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients  sen- 
sitive to  the  "caine"  type  local  anesthetics. 
CONTRAINDICATIONS:  Hypersensitivity  to  F-E-P  Creme,  or  any  of 
Its  ingredients  or  related  compounds;  lesions  of  the  eye; 
tuberculosis  of  the  skin,  most  viral  skin  lesions  (including  herpes 
simplex,  vaccinia  and  varicella). 

WARNINGS:  This  product  is  not  for  ophthalmic  use.  In  the 
presence  of  systemic  infections,  appropriate  antibiotics  should 
be  used. 

USE  IN  PREGNANCY:  Topical  steroids  have  not  been  reported  to 
have  an  adverse  effect  on  pregnancy.  However,  fetal  abnormal- 
ities have  been  produced  in  pregnant  laboatory  animals  that  have 
been  exposed  to  large  doses  of  topical  corticosteroids.  Drugs  of 
this  class  should  not  be  used  extensively  during  pregnancy 
PRECAUTIONS:  F-E-P  Creme  may  be  irritating  to  the  skin  in  some 
patients.  If  in-itation  occurs  discontinue  therapy  Staining  of 
clothes  or  hair  may  also  occur  with  use  of  this  preparation. 
Although  systemic  toxicity  has  not  been  reported  with  this  drug, 
adrenal  pituitary  suppression  is  possible,  especially  when  the 
drug  IS  used  extensively  or  kept  under  an  occlusive  dressing  for  a 
prolonged  period,  lodochlorhydroxyquin  can  be  absorbed 
through  the  skin  and  interfere  with  thyroid  function  tests.  Therapy 
with  this  preparation  should  stop  at  least  a  month  before 
performance  of  these  tests. 

The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine.  Prolonged  use  of 
this  drug  may  result  in  an  overgrov^h  of  nonsusceptible 
organisms  requiring  appropriate  therapy 

ADVERSE  REACTIONS:  Skin  rash  or  hypersensitivity  may  occur  fol- 
lowing topical  application.  The  following  local  adverse  reactions 
have  been  reported  with  topical  corticosteroids,  especially 
under  occlusive  dressings:  burning,  itching,  irritation,  dryness, 
folliculitis,  hypertrichosis,  acneiform  eruptions,  hypopigmenta- 
tion,  perioral  dermatitis,  allergic  contact  dermatitis,  maceration 
of  the  skin,  secondary  infection,  skin  atrophy,  striae,  miliara. 
Discontinue  therapy  if  untoward  reactions  occur. 
DOSAGE  AND  ADMINISTRATION:  Apply  a  thin  layer  of  the  drug 
to  affected  parts  3-4  times  daily 
Note: 

1 .  F-E-P  Crcmc  is  distributed  with  3,0%  lodochlorhydroxyquin  for 
use  when  antibacterial/antifungal  activity  is  desired. 

2.  F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
lodochlorhydroxyquin. 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
v»^ich  has  topical  anesthetic  properties.  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine"  type  of  topical  or  local  anesthetics. 
HOW  SUPPLIED: 

F-E-P  Creme  F-E-P  Creme  Plain 

14  ounce  (15  gm)  tubes  '4  ounce  (15  gm)  tubes 

NDC  0524-0026-51  NDC  0524-0025-51 

CAUTION:  Federal  law  prohibits  dispensing  without  a  prescrip- 
tion. 


DESCRIPTION:  Each  15  milliliter  (tablespoonful)  supplies  20  mEq 
of  elemental  potassium  as  a  combination  of  potassium  gluconate 
(15  mEq)  and  potassium  citrate  (5  mEq)  in  a  sorbitol  base  with 
flavoring. 

INDICATIONS  AND  USAGE:  For  use  as  oral  potassium  therapy  in 
the  prevention  or  treatment  of  hypokalemia  wtiich  may  occur 
secondary  to  diuretic  or  corticosteroid  administration.  It  may  be 
used  in  the  treatment  of  cardiac  arrtiythmias  due  to  digitalis 
intoxication. 

CONTRAINDICATIONS:  Severe  renal  impairment  with  oliguria  or 
azotemia,  untreated  Addison's  disease,  adynamia  episodica 
hereditaria,  acute  dehydration,  heat  cramps  and  hyperkalemia 
from  any  cause.  This  product  should  not  be  used  in  patients 
receiving  aldosterone  antagonists  or  triamterene. 
WARNINGS:  TWIN-K  (potassium  gluconate  and  potassium  citrate) 
is  a  palatable  form  of  oral  potassium  replacement.  It  appears  that 
little  if  any  potassium  gluconate-citrate  penetrates  as  far  as  the 
jejunum  or  ileum  where  enteric  coated  potassium  chloride 
lesions  have  been  noted.  Excessive,  undiluted  doses  of  TWIN-K 
may  cause  a  saline  laxative  effect. 

To  minimize  gastrointestinal  irritation  it  is  recommended  that 
TWIN-K  be  taken  v^th  meals  or  diluted  with  water  or  fruit  juice ,  A 
tablespoonful  (15  ml)  in  8  ounces  of  water  is  approximately 
isotonic,  More  than  a  single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS:  Potassium  is  a  major  intracellular  cation  which 
plays  a  significant  role  in  body  physiology.  The  serum  level  of 
potassium  is  normally  3.8-5,0  mEq/liter  While  the  serum  or 
plasma  level  is  a  poor  indicator  of  total  body  stores,  a  plasma  or 
serum  level  below  3,5  mEcv'liter  is  considered  to  be  indicative 
of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur 
with  vomiting,  gastric  drainage  and  diarrhea. 
Usually  a  potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function  it 
IS  difficult  to  produce  potassium  intoxication  by  oral 
administration.  However,  potassium  supplements  must  be 
administered  with  caution  since  usually  the  exact  amount  of  the 
deficiency  is  not  accurately  known.  Checks  on  the  patient's 
clinical  status  and  periodic  E  K.G,  and/or  serum  potassium  levels 
should  be  made.  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest. 
In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a  requirement  for  chloride  ions.  TWIN-K  is  not 
recommended  for  use  in  these  patients 

ADVERSE  REACTIONS:  Symptoms  of  potassium  intoxication 
include  paresthesias  of  the  extremities,  flacid  paralysis,  listless- 
ness,  mental  confusion,  weakness  and  heaviness  of  the  legs,  fall  in 
blood  pressure,  cardiac  arrhythmias  and  heart  block.  Hyper- 
kalemia may  exhibit  the  following  electrocardiographic 
abnormalities;  disappearance  of  the  P  wave,  widening  and 
slurring  of  the  QRS  complex,  changes  of  the  ST  segment  and  tall 
peaked  T  waves. 

TWlN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort, 

OVERDOSAGE:  The  administration  of  oral  potassium  supple- 
ments to  persons  with  normal  kidney  function  rarely  causes 
serious  hyperkalemia.  However,  if  the  renal  excretory  function  is 
impaired  potentially  fatal  hyperkalemia  can  result.  It  is  important 
to  note  that  hyperkalemia  is  usually  asymptomatic  and  may  be 
manifested  only  by  an  increased  serum  potassium  concentration 
with  E.K.G.  changes. 
Treatment  measures  include: 

1 .  Elimination  of  potassium  containing  drugs  or  foods. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  a  10% 
dextrose  solution  containing  10 -20  units  of  crystalline  insulin 
per  1000  milliliters. 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 

In   treating   hyperkalemia   it  should   be   noted  that  patients 
stabilized  on  digitalis  can  develop  digitalis  toxicity  when  the 
serum  potassium  concentration  is  changed  too  rapidly 
DOSAGE  AND  ADMINISTRATION:  The  usual  adult  dosage  is  one 
tablespoonful  (15  ml)  in  6-8  fluid  ounces  of  water  or  fruit  juice, 
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two  to  four  times  a  day.  This  will  supply  40  to  80 
elemental  potassium.  The  usual  preventative  dose  of  pot« 
20  mEq  per  day  while  therapeutic  doses  range  from  30 
100  mEq  per  day  Because  of  the  potential  for  gaslroir 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  tx 
are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since  no 
total  daily  dose  can  be  defined,  but  must  be  governed  I 
observation  for  clinical  effects. 
HOWSUPPUED:  Pint  bottles  NDC  0524-0021-16 
CAUTION:  Federal  law  prohibits  dispensing  without  a  f 
tion. 


SU-TON 


® 


DESCRIPTION:  Forty-five  ml  of  SU-TON  contains  the  fc 
ingredients. 

Pentylenetetrazol 

Niacin 


i 


Vitamin  B-1 

Vitamin  B-2 

Vitamin  B-6 

Vitamin  B-12 

Choline 

Inositol 

Manganese  (as  Manganese  Sulfate) 

Magnesium  (as  Magnesium  Sulfate) 

Zinc  (as  Zinc  Sulfate) 

Iron  (as  Ferric  Pyrophosphate,  Soluble).  .  . 

Alcohol 

INDICATIONS  AND  USAGE:  SU-TON  contains  pcntyteftit 
which  may  be  helpful  in  the  older  patient  as  an  analcpt 
when  mental  confusion  and  memory  defects  are  present, 
also  contains  vitamins,  trace  minerals,  andiron,  for  those 
who  may  benefit  by  preventing  the  development  of  a  de 
CONTRAINDICATIONS:  Epilepsy  convulsive  disorders  o< 
history  of  sensitrvity  to  any  of  the  listed  active  ingredient 
WARNINGS:  The  safety  of  this  preparation  during  pregna 
lactation  has  not  been  established  Use  of  this  drug  rcqu 
the  physician  evaluate  the  potential  benefits  of  the  dnjj 
any  possible  hazard  to  the  mother  and  child 
PRECAUTIONS:  Although  there  arc  no  absolute  contr 
tions  to  pentylenetetrazol,  it  should  be  used  with  ca 
epileptic  patients  or  those  known  to  have  a  low  co 
threshold  or  a  focal  brain  lesion.  Cautton  should  be  e; 
when  treating  patients  with  high  doses  of  SU-TON  wtioha 
disease.  While  pentylenetetrazol  does  not  act  directty 
myocardium,  the  results  from  central  vagal  stimulatlo 
cause  bradycardia. 
ADVERSE  REACTIONS:  Pentylenetetrazol  in  high  da 
produce  toxic  symptoms  typical  of  central  nervous 
stimulants,  which  act  on  the  higher  motor  centers  and  ti 
cord.  Convulsions  resulting  from  this  drug  are  spontane 
are  not  induced  by  external  stimuli.  They  usually  last  fo 
minutes  and  arc  followed  by  profound  depressi 
respiratory  paralysis.  Death  has  t>een  reported  from  the  i. 
of  10  grams  of  pentylenetetrazol, 
DRUG  ABUSE:  Drug  dependence  has  not  been  report 
SU-TON 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose 
due  principally  from  overstimulation  of  the  central 
system  and  from  excessive  vasodilatation  with  t< 
autonomic  nervous  system  imbalance.  The  symptoms  mai 
the  following:  vomiting,  agitation,  tremors,  hyperreftcxK 
ing,  confusion,  hallucinations,  headache,  hype 
tachycardia  Treatment  consists  of  appropriate  sup 
measures.  If  signs  and  symptoms  are  not  too  severe 
patient  is  conscious,  gastric  evacuation  may  be  accompl 
induction  of  emesis  or  gastric  lavage 
Intensive  care  must  be  provided  to  maintain  adequatt 
tion  and  respiratory  exchange. 
DOSAGE  AND  ADMINISTRATION:  One  tablespoonful  ( 
times  a  day  20-30  minutes  before  meals.  This  drug  is  not  I 
children  under  12  years  of  age, 
HOW  SUPPLIED: 
Bottles  of  473  ml  ( 16  fi  oz)  NDC  0524- 

CAUTION:  Federal  law  prohibits  dispensing  without  a 
tion. 
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Pioneers  in  medicine  for  th« 


Are  women  in  medicine  discriminated  against?  This 
too  is  changing.  In  1958  1  was  told  I  could  carry  only 
half  as  much  disability  insurance  under  the  N.C. 
Medical  Society  group  policy  as  my  male  colleagues. 
Why?  "Women  have  anatomical  problems:  Mammae 
—  targets  of  benign  and  malignant  disease.  Pelvic 
structures  subject  to  cyclic  disability,  child  bearing, 
and  assorted  morbid  states  sometimes  mortal.  Actua- 
rial tables  documented  this."  I  was  told. 

I  countered.  "But  men  have  prostates,  myocardial 
infarctions  and  live  less  long."  1  asked  for  actuarial 
tables  on  women  physicians  but  was  told  there  were 
not  enough  of  them  to  permit  a  statistically  significant 
analysis. 

1  had  to  buy  private  insurance  at  a  much  higher  rate 
for  comparable  coverage.  My  colleague,  internist 
Harold  Godwin,  now  director  of  the  Fayetteville  Area 
Health  Education  Center,  who  did  the  insurance  exam 
suggested  that  1  kiss  my  elbow  and  turn  into  a  boy  to 
make  life  easier.  Insurance  regulations  have  changed 
for  women  too  late  to  do  me  any  good.  Chiefly  we  tend 
to  be  apathetic  about  problems  not  our  own. 

Will  ERA  pass  in  North  Carolina  within  the  time 
extension  for  ratification?  It  appears  unlikely.  Former 
Sen.  Sam  Ervin  will  protect  the  flower  of  Southern 
womanhood  through  his  retirement  until  death  and 
persuaded  Chief  Justice  Susie  Sharp  of  the  N.C.  Su- 
preme Court  to  oppose  ERA  on  constitutional 


grounds.  If  ratified,  each  case  would  still  have  to  be 
argued  on  its  own  merits  through  the  courts  with  the 
federal  government  empowered  to  enforce  appro- 
priate enactment.  Objection  on  the  grounds  of  states 
rights,  1  think,  will  not  block  ratification,  but  emotions 
will.  It  is  unlikely  to  pass  in  North  Carolina  —  and  for 
the  wrong  reasons. 

North  Carolina  is  a  delightful,  surprisingly  unpre- 
dictable, contradictory,  ever-changing  and  rewarding 
state  whose  slogan  is  "First  in  Freedom."  It  wel- 
comes home  Dr.  Stuart  O.  Bondurant,  Jr.,  F.A.C.P., 
new  dean  of  the  UNC  Medical  School  at  Chapel  Hill, 
and  president  elect  of  the  American  College  of  Physi- 
cians. 

LYNN  L.  JOHNSEN,  M.D. 
524  Beaumont  Road 
Fayetteville,  N.C.  28304 


CLINICAL  STUDIES  OF  CRYPTOCOCCAL 
MENINGITIS  AND  KETOCONAZOLE 

To  the  Editor: 

The  Infectious  Diseases  Divisions  of  Duke  Hospital 
and  North  Carolina  Memorial  Hospital  are  currently 
involved  in  two  NIH  collaborative  studies  on  the 
treatment  of  cryptococcal  meningitis  and  the  evalua- 
tion of  a  new  anti-fungal  agent  called  Ketoconazole. 


TEGA-SPAN  CAPELLETS 

FOR  MORE  ADVANCED  NICOTINIC  ACID  THERAPY 

Each  capsule  contains:  .  .  .  400  mg  of  pure  pelletized 
Nicotinic  Acid 

INDICATIONS:  Tega-Span  is  indicated  where  reduction  of  serum  cholesterol  and  total 
lipid  levels  in  hypercholesteremia  and  hyperlipemia  is  desirable.  It  may  also  be  useful  in 
reducing  xanthomatous  tissue  cholesterol  deposits. 

DOSAGE  AND  ADMINISTRATION:  Usual  dose  is  one  or  two  capellets  twice  daily  with 
or  after  meals.  Since  lower  doses  may  control  hyperlipidemia  in  some  patients,  the  dosage 
should  be  individualized  according  to  the  effect  on  serum  lipid  levels.  It  is  also  to  be  noted 
that  adverse  reactions  appear  with  great  frequency  early  in  therapy;  in  order  to  avoid 
these,  it  may  be  best  to  start  the  drug  at  low  levels  and  increase  dosage  gradually. 

Federal  Law  prohibits  dispensing  without  a  prescription 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTABLES  IN  THE 
SOUTHEAST  AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH   QUALITY. 
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The  cryptococcal  meningitis  study  entails  a  compari- 
son of  four-week  and  six-week  regimens  of  the  combi- 
nation of  Amphotericin  B  and  5  Flurocytosine  in  the 
treatment  of  cryptococcal  meningitis.  If  this  study  is 
approved  for  the  Clinical  Research  Units  of  both 
medical  centers,  it  could  result  in  substantial  financial 
savings  for  patients  treated  in  such  a  program. 

The  second  study  involves  the  clinical  evaluation  of 
Ketoconazole,  which  is  closely  related  to  Mycona- 
zole.  Patients  being  solicited  for  this  study  are  those 
having  chronic  cavitary  histoplasmosis,  disseminated 
or  localized  blastomycosis,  coccidioidomycosis,  and 
cryptococcosis,  and  disseminated  sporotrichosis. 
This  is  primarily  an  ambulatory  protocol  with  medica- 
tion being  administered  by  mouth. 

Patients  are  being  solicited  at  both  medical  centers 
for  these  studies.  Referrals  at  Duke  Hospital  should  be 
directed  to  the  infectious  diseases  fellow  on  call  (919) 
684-8111  or  to  Dr.  Harry  Gallis  (919)  684-3279.  The 
referrals  at  North  Carolina  Memorial  Hospital  should 
be  directed  to  the  infectious  diseases  fellow  on  call  or 
Dr.  P.  Frederick  Sparling  (919)  966-4131 

HARRY  A.  GALLIS,  M.D. 
Division  of  Infectious  Diseases 
Department  of  Medicine 
Duke  University  Medical  Center 
Durham,  N.C.  27710 

CLINICAL  CENTER  STUDY  OF  PATIENTS 
WITH  SARCOMAS 

To  the  Editor: 

The  National  Cancer  Institute  is  seeking  the  referral 
of  patients  with  primary  soft  tissue  or  bony  sarcomas 
for  the  evaluation  of  new  programs  for  the  treatment 
of  these  diseases. 

We  are  interested  in  seeking  any  patient  with  a 
diagnosis  of  fibrosarcoma,  liposarcoma,  rhabdomyo- 
sarcoma, osteogenic  sarcoma,  undifferentiated  sar- 


coma, synovial  cell  sarcoma,  mesenchymona,  angio- 
sarcomas or  any  soft  tissue  mass  suspected  of  being  a 
sarcoma. 

Patients  suitable  for  these  treatment  protocols  are 
primarily  those  who  have  had  incisional  or  needle 
biopsy  or  local  excision  to  confirm  the  diagnosis. 
Selected  patients  with  previously  untreated  metasta- 
tic disease  may  also  fit  into  the  treatment  protocols. 

Every  effort  will  be  made  to  keep  you  fully  informed 
as  to  the  results  of  treatment  and  to  promptly  return 
the  patient  to  your  care  for  joint  follow-up  in  collab- 
oration with  the  National  Cancer  Institute. 

Because  of  the  investigative  nature  of  these  treat- 
ment protocols,  patient  care  and  transportation  costs 
are  reimbursed  by  the  National  Cancer  Institute. 

To  refer  a  patient  or  to  obtain  further  information 
please  call  or  write: 

Ernest  V.  deMoss,  M.D. 
Admitting  Officer 
Surgery  Branch 
National  Cancer  Institute 
Building  10,  Room  ION  119 
Bethesda,  Maryland  20205 
Telephone:  301/496-1533  (collect) 
or 

Steven  A.  Rosenberg,  M.D.,  Ph.D. 
Chief  of  Surgery 
National  Cancer  Institute 
Building  10,  Room  ION  116 
Bethesda,  Maryland  20205 
Telephone:  301/496-4164  (collect) 
The  five-year  survival  of  patients  with  most  soft 
tissue  and  bony  sarcomas  is  less  than  40  percent.  We 
would  very  much  appreciate  your  assistance  in  our 
efforts  to  improve  the  dismal  outlook  for  these  pa- 
tients. 

ERNEST  V.  deMOSS,  M.D. 

STEVEN  A.  ROSENBERG,  M.D.,  Ph.D. 
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NEW  MEMBERS 

of  the  State  Society 


Albright,  Harold  Dowe  (STUDENT)  211  N.  Oak  St.  Apt.  #7. 
Greenville  27834 

Bailey,  Robert  Woodward  (STUDENT)  1505  E.  Fifth  Street, 
Greenville  27834 

Bower,  Stephen  Lee.  MD.  (RESIDENT)  1013  Watson  Avenue. 
Winston-Salem  27103 

Brantley,  Charles  Kenneth  (STUDENT)  1405-B  Pilot  View  St.. 
Winston-Salem  27101 

Brett.  Charles  B..  MD,  (PD)  1307  W.  Wendover  Avenue,  Greens- 
boro 27408 

Bunn.  David  Glenn,  Jr.,  MD.  (OBG)  2446  Confederate  Dr..  Wil- 
mington 28403 

Crawley.  Jennifer  Holmes  (STUDENT)  144 1-D  Brookwood  Dr., 
Winston-Salem  27106 


Crawley,  Sidney  Allen  (STUDENT)  1441-D  Brookwood  Dr., 
Winston-Salem  27106 

Fox,  Earl  Russel,  MD.  (AM)  USCG  Support  Ctr..  USCG  Air  Base, 
Elizabeth  City  27909 

Gross.  Jeffrey  Louis.  MD,  (ORS)  1 1 14  Country  Club  Dr.,  Jackson- 
ville 28540 

Hall.  Daniel  Crawford.  MD.  (FP)  1431  Cumberland  Circle.  Rock- 
ingham 28379 

Harvell.  James  Clyde.  Jr.  (STUDENT)  208  S.  Elm  St.  Apt.  206, 
Greenville  278.34 

Howe.  Harold  Raean.  Jr.  (STUDENT)  1935  W.  First  St., 
Winston-Salem  27104 

King,  Harry  Lee.  MD,  (OTO)  Route  #10.  Box  124,  Hickory  28601 

Laney,  Robert  Giiffney,  HI  (STUDENT)  108  Jones  St.,  Chapel  Hill 
27514 

Lemly,  Regina  Gail  (STUDENT)  1525  Woods  Rd.  #215,  Winston- 
Salem  27106 

Lewis,  LuAnne  Kem  (STUDENT)  Rt.  #6.  Box  386-D,  Winston- 
Salem  27107 

Little,  Douglas  Jonathan.  MD,  (IM)  136-A  Carbonton  Road,  San- 
ford  27330 
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McMurchy,  Charles  Randolph.  MD,  (GE)  4432  Cooper  Rd.. 

Winston-Salem  27103 
Metts,  Julius  Franklin  (STUDENT)  Rt.  #1,  Box  145-A.  Winterville 

28590 
Morris,  Jeffrey  George,   MD.  (RESIDENT)   1201   Mockingbird 

Lane.  Charlotte  28211 
Moss,  Thomas  Macklin  (STUDENT)  107  Stephens  St.,  Chapel  Hill 

27514 
Pacilio.  Louis  Vincent.  MD.  (RESIDENT)   138  Loblolly  Lane. 

Chapel  Hill  27514 
Parker,  Robert  Cleveland.  Jr..  MD,  (RESIDENT)  I820-B  Francis- 
can Terr..  Winston-Salem  27103 
Pate.  Marion  Butler.  Jr.  MD.  (FP)  402  W.  31st  St..  Lumberton 

28358 
Pullins,   Dennis  Ivan.   MD.  (RESIDENT)   1451   Woodside  Dr., 

Winston-Salem  27106 
Pippin.  Richard  Lee  (STUDENT)  31 1  Lewis  St.  Apt.  12.  Greenville 

27834 
Rakestraw.  Samuel  Harvey,  MD,  (FP)  1200  N.  Elm  St..  Greens- 
boro 27420 
Robinson.  Edward  Norwood,  Jr.,  MD,  (RESIDENT)  104  Fletcher 

Place,  Greenville  27834 
Rogers.  Joseph  Drewry,  MD.  (TR)  800  Hospital  Dr.  Ste.  1.  New 

Bern  28560 
Sandhu.  Jagjit  Singh,  MD.  (GP)  41 1  Main  St. .  P.O.  Box  706,  Ram- 

seur  27316 
Schwartz.  Steve  Wendelin  (STUDENT)  Box  2862,  Duke  Med. 

Ctt=..  Durham  27710 
Whitney.  Daniel.  Jr.  (STUDENT)  1600  Willow  St.  #5,  Greenville 

27834 
Wilson,  Daniel  J..  MD.  (IM)  611  Greenvine  Circle.  Winston-Salem 

27103 
Zinda.  Michael  William.  MD.  (RESIDENT)  2235  Sunderland  Rd. 

#98-C,  Winston-Salem  27103 


WHAT?  WHEN?  WHERE? 

In  Continuing  Education 


Please  note:  1.  The  Continuing  Medical  Education  Programs  at 
Bowman  Gray,  Duke.  East  Carolina  and  UNC  Schools  of  Medi- 
cine. Dorothea  Dix.  and  Burroughs  Wellcome  Company  are  ac- 
credited by  the  .American  Medical  Association.  Therefore  CME 
programs  sponsored  or  cosponsored  by  these  schools  automatically 
qualify  for  AMA  Category  I  credit  toward  the  AMA's  Physician 
Recognition  .Award,  and  for  North  Carolina  Medical  Society  Cate- 
gory A  credit.  Where  A.AFP  credit  has  been  requested  or  obtained, 
this  also  is  indicated. 

2.  The  "place"  and  "sponsor"  are  indicated  for  a  program  only 
when  these  differ  from  the  place  and  source  to  write  "for  informa- 
tion". 

PROGRAMS  IN  NORTH  CAROLINA 
July  10-12 

2nd  Annual  Mountain  Meeting 

Place;  Great  Smokies  Hilton.  Asheville 

Fee:  $150 

Credit:  20  hours 

For  Information:  Emery  C.  Miller.  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

July  11-14 

Blue  Ridge  Institute:  Institute  on  TB  and  other  Respiratory  Dis- 
eases 

Place:  Blue  Ridge  .Assembly,  Black  Mountain 

Sponsors:  .American  Lung  Association  of  North  Carolina.  UNC 
School  of  Medicine  and  UNC  School  of  Public  and  North  Caro- 
lina Division  of  Health  Services 

Fee:  $25 

For  Information:  C.  Scott  Venable.  Executive  Director.  .American 
Lung  Association  of  North  Carolina.  P.O.  Box  27985.  Raleigh 
27611 

July  14-19 

Morehead  Symposium 
Place:  Atlantis  Lodge,  Atlantic  Beach 
Fee:  $155 
Credit:  30  hours 

For  Information:  M.  H.  Rourk.  M.D..  Director  of  Continuing  Edu- 
cation. Duke  University  Medical  Center.  Durham  27710 


July  16 

Otolaryngology  for  the  Primary  Care  Physician 
Place:  Lee  County  Hospital,  Sanford 
Sponsors:  Wake  AHEC  and  Lee  County  Medical  Society 
Fee:  $6 

Credit:  3!^  hours 

For  Information:  R.  S.  Cline.  M.D.,  Director  of  Continuing  Medical 
Education.  Lee  County  Hospital,  Sanford  27330 

July  20-25 

Southern  Obstetric  and  Gynecologic  Seminar 

Place:  Grove  Park  Inn,  Asheville 

For  Information:  W.  Otis  Duck,  M.D..  Drawer  F.  Mars  Hill  28754 

July  25-27 
North  Carolina  Society  of  Internal  Medicine  Summer  Meeting 
Place:  The  Blockade  Runner.  Wrightsville  Beach 
For  Information:  North  Carolina  Society  of  Internal  Medicine,  P.O. 
Box  27167.  Raleigh  27611 

July  28-August  2 

Diagnostic  Radiology  Including  Ultrasound.  CT  Scanning  and 
Nuclear  Medicine 

Place:  Bogue  Banks  Country  Club,  Atlantic  Beach 

Fee:  $250;  limited  to  100 

Credit:  30  hours 

For  Information:  Robert  McLelland.  M.D.,  Box  3808.  Duke  Uni- 
versity Medical  Center.  Durham  27710 

.August  4-8 

8th  Annual  Beach  Workshop 

Place:  Myrtle  Beach  Hilton,  Myrtle  Beach.  South  Carolina 

Fee;  $150 

Credit:  20  hours 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  forCon- 

tinuinc   Education.    Bowman   Gray   School   of  Medicine. 

Winston-Salem  27103 

August  15-16 
Electron  Microscopy 
Place:  Babcock  Auditorium 


-NEW- 


TRIANGLE  X-RAY 
COMPANY 

2817  Brewton  Place 

Raleigh,  N.C.  27604 

(919)  876-6156—876-6849 

SALES  &  SERVICE 

35  Years  Experience 


EQUIPMENT  FOR: 

FLUOROSCOPY 
RADIOGRAPHY 
TOMOGRAPHY 
MAMMOGRAPHY 

ACCESSORIES 
SILVER  RECOVERY 
UNITS 


SPECIAL  EQUIPMENT  FOR: 

HEAD 
CHEST 

ORTHOPEDICS 
UROLOGY 

FILMS 

CHEMICALS 

SUPPLIES 


.MAY  WE  SERVE  YOU?. 


June  1980.  NCMJ 
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Fee:  $90 

Credit:  9  hours 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education.  Bowman  Gray  School  of  Medicine. 
Winston-Salem  27103 

September  10 

Cancer  Teaching  Day 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $15 

Credit:  3  hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D..  Assistant  Dean 

of  Continuing  Medical  Education.  ECU  School  of  Medicine, 

Greenville  27834 

September  12-13 

Intraocular  Lens  Workshop  —  Implantation  Course 

Place:  Berryhill  Hall 

Fee:  $500 

Credit:  16  hours 

For  information:  William  Wood,   M.D.,  Director  of  Continuing 

Education.  UNC  School  of  Medicine,  231  MacNider  Building 

202-H.  Chapel  Hill  27514 

September  17 

Office  Diagnosis  of  Cardiac  Problems 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $30 

Credit:  6  hours 

For  Information:  F.  M.  Simmons  Patterson.  M.D..  Associate  Dean 

for  Continuing  Medical  Education,  ECU  School  of  Medicine, 

Greenville  27834 

September  17-19 

25th  Annual  Angus  M.  McBryde  Perinatal  Symposium 
Place:  Duke  University  Medical  Center 
Fee:  $75 

For  Information:  Angus  M.  McBryde  Perinatal  Symposium.  Box 
3967,  D.U.M.C,  Durham  27710 


Director  of  Continuing 
319  MacNider  Building 


September  18-19 

Genetics 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

September  20 

Sarcoidosis:  The  Great  Imitator 
Place:  Carolina  Inn,  Chapel  Hill 
Credit:  6  hours 
For  Information:  William  Wood,  M.D.. 

Education,  UNC  School  of  Medicine, 

202-H,  Chapel  Hill  27514 

September  24-28 

1980  Committee  Conclave 

Place:  Mid-Pines  Club,  Southern  Pines 
Regular  meetings  will  be  scheduled  for  the  Chairmen  and  mem- 
bers of  almost  all  regular  committees  of  the  medical  Society; 
Committee  members  should  plan  to  be  present. 

For  Information:  William  N.  Milliard,  Executive  Director.  North 
Carolina  Medical  Society,  P.O.  Box  27167,  Raleigh  27611 

September  26-27 

Seminar  in  Medicine 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean  for  Con- 
tinuing Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 

October  1-2 

20th  Annual  Charlotte  Postgraduate  Seminar 
Place:  Charlotte  Memorial  Hospital 

For  Information:  Charles  T.  Ellithorpe,  M.D..  North  Mecklenburg 
Family  Practice  Group.  Highway  115.  Huntersville  28078 


October  6-10 


Microsurgery  Workshop 
Fee:  $450 


HOLLY  HILL  HOSPITAL— A  HOSPITAL  COMMUNITY 


— A  private,  psychiatric  hospital  serving  adults 
and  adolescents 

— An  open  medical  staff  with  21  Psychiatrists 

— A  consulting  medical  staff  representing  all 
specialties 

— Short,  intermediate,  and  long-term  treat- 
ment programs  tailored  to  each  patient's 
needs 

— Psychiatric  consultation  and  hospitalization 
on  a  24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  cfiildren, 
adolescents,  and  drug-alcohol  abuse 
Licensed  by  the  State  of  North  Carolina 
Participants  in  Medicaid/Medicare  Program 


For  further  information,  please  contact: 

Mr.  Cliff  Christiansen,  Administrator 

Dr.  Robert  L.  Green,  Jr.,  Medical  Director 

3019  Falstafi  Road 

Raleigh,  North  Carolina  27610 

(919)  755-1840 
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\  non-narcotic  one-two  punch  against  pain,  with  concurrent  relief  of  anxiety/tension 

EQUAGESIC ' 

meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


3UAGESIC— Abbreviated  Summary 


■INDICATIONS,  Based  on  a  review  of  this  drug  by  the 
National  Academy  ol  Sciences — Nattonal  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  'ollows 

■PossiDiy  etteclive  for  the  ireatmeni  ot  oain  accom- 
panied Dy  tension  and  o'  anxiety  in  patients  v«th  mus- 
culoskeletal disease  O'  tension  headache 
Final  classification  o'  the  less-lhan-eHective  indica- 
tions requifes  further  mvestigatior 
The  effectiveness  of  Equagesic  m  long-term  use.  i  e 
more  than  tour  rrxinlhs.  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should  pe- 
rxWicaliy  reassess  usefulness  of  the  dnjg  (or  the  indi- 
vidual patent 


JNTHAINOI CATIONS:  Equagesic  should  not  be  given  to 
Irviduais  witi-  a  history  of  sensitivity  or  severe  intolerance 
asDcir  r^eci'ODamale  o'  ethoheDta2ine  citrate 
4RNINGS  Careiui  supervision  of  dose  and  amounts  pre- 
-iDed  for  patients  is  advised  especially  with  those  patients 
h  krxjwn  propensrty  lor  taking  excessive  quantities  ol  drugs 
cessive  and  proCnged  use  in  susceptible  persons,  e  g  , 
oholics.  former  addicts   ana  other  severe  psychoneurot- 

has  been  reported  to  result  in  dependence  on  or  habil- 
tion  to  the  drug  Where  eicessive  dosage  has  continued 
■veeKs  or  ninths,  dosage  should  be  reduced  gradually 
her  than  abruptly  slopped,  since  withdrawal  of  a  crutch 
ly  precipitate  withdrawal  reaction  of  greater  proportions 
m  that  lor  which  the  drug  was  ongmaity  prescnbed  Abrupt 
icortmuance  ol  ooses  m  excess  of  the  recommended  dose 
S  resulted  m  some  cases  m  the  occurrence  ot  epileptilorm 
2ures 

ecial  care  should  be  taken  to  warn  patients  taking  mepro- 
mate  that  tolerance  to  aicohoi  may  be  lowered  with  re- 
lanl  sCwmg  of  reaction  time  and  impairment  ol  ludgement 
i  coordination 

AGE  IN  PREGNANCY  AND  LACTATION  An  In- 
«sed  risk  ot  congenital  maltorTnaiions  associated  with 

use  of  minor  Iranquilljers  (meprobamate.  chlordi- 


azepoxide.  and  diazepam)  during  the  first  trimester  ot 
pregnancy  has  been  suggested  in  several  studies  Be- 
cause use  of  these  drugs  is  rarely  a  matter  ot  urgency, 
their  use  during  this  period  should  almost  always  be 
avoided.  The  possibility  that  a  woman  of  child-bearing 
potenlial  may  be  pregnant  at  Ihe  lime  ot  inslitulion  of 
therapy  should  be  considered  Patients  should  be  ad- 
vised that  if  Ihey  become  pregnant  during  therapy  or 
intend  to  become  pregnant  they  should  communicate 
with  their  physicians  about  Ihe  desirability  ol  discontin- 
uing the  drug. 

Meprobamate  passes  the  placental  barrier  II  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  m  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  ot  meprobamaie  is  contemplated  in  breast-feeding 
patients.  Ihe  drugs  higher  concentrations  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  conlammg  aspinn  should  Oe  kept  out  of  the 
reach  of  chiWren  Equagesic  is  not  recommended  for  pa- 
bents  \2  years  of  age  and  under 

PRECAUTIONS:  Shou*d  drowsiness,  aiaiia  o'  visual  dis- 
turbance occur  the  dose  should  be  reduced  II  symptoms 
continue,  patients  Should  not  operate  a  molor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma. 
Shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
tew  suiadai  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  lo  JO  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously  and  m  small  amounts,  lo  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken  sleep  ensues  rapidly  ana  blood  pressure, 
pulse,  and  respiratory  rales  are  reduced  lo  basal  levels  Hy- 
pe n/enti  I  aiion  has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  shouW  be  removed  and  symptomatic 
treatment  given  ShouW  respiration  tiecome  very  shaltow 
and  slow.  CNS  stimulants    eg     caffeine    Melrazol.  or  am- 


phetamine, may  be  cautiously  administered  If  severe  hypo- 
tension develops  pressor  amines  shouU  be  used  parenieralty 
lo  restore  DIood  pressu/e  to  rxjrmal  levels 
ADVERSE  REACTIONS  A  small  percentage  ol  patients 
may  experience  nausea  with  or  without  vomilmg  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  cilrale  with  aspirin  is  administered  in  recom- 
mended dosage  The  meproDamate  may  cause  drowsiness 
Dul.  as  a  rule,  this  disappears  as  Ihe'apy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  t>e  desirable  to  administer  central  stim- 
ulants such  as  amphetamine  or  mephentermme  suftate  con- 
comitantly to  control  drowsiness 

A  clearly  related  side  effect  to  the  administration  of  mepro- 
bamate IS  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops  as  a  njle  in  patients  who 
have  had  only  1-4  doses  of  mep'oOamaie  and  have  rrot  had 
a  previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  charactenzed  By  an  itchy  urlicanal  or  ery- 
thematous maculopapular  rash  which  may  be  generalized 
or  confined  to  the  giom  Acute  nonthrombocytopenic  purpura 
with  Cutaneous  peiechiae  ecchymoses  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely  may  also  have 
Other  allergic  responses,  including  lever  'amtmg  spells  an- 
gioneurotic edema  Bronchial  spasms,  hypotensive  cnses  (1 
fatal  case),  anaphylaxis  stomatitis  and  proctitis  |i  casei.  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  ol  epmephnne.  antihistamine,  and  possibly 
hydrocortisone  Meprobamaie  should  be  stopped,  and  rem- 
Slitufion  ol  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving 
meprobamate  suffered  from  aplastic  anemia  |1  laial  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported  Other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate    A  few  cases  ol  leukopenia  dunng 


continoous  admmislraDon  of  meprobamate  are  reported,  most 
of  these  relumed  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  o'  accidenial  or  intentional  sig- 
nificant overoosage  with  ethoheptazine  atrate  combined  with 
aspinn  have  been  reported  These  were  accompanied  Dy 
symptoms  of  CNS  depression,  including  drowsiness  ana 
light-headedness  with  uneventful  recovery  However  on  the 
basis  of  phannaco logical  data.  ii  may  be  anticipated  that 
CNS  stimulation  could  occur  Other  anticipated  symptoms 
would  include  nausea  ana  vomiting  Appropriate  therapy  o' 
signs  and  symptoms  as  they  appear  is  the  only  recommen- 
dation possible  at  this  time  Overdosage  with  ethoheptazine 
combined  with  aspirin  would  probably  produce  the  usual 
symptoms  and  signs  ol  salicylate  intoxication  Observation 
and  Ireatmeni  should  include  induced  vomiting  or  gastnc 
lavage  specific  parenteral  electrolyte  therapy  for  ketoaci- 
dosis ana  dehydration  watching  for  evidence  of  hemor- 
rhagic manilestanons  due  to  hypoprolhromDinemia  which,  if 
It  occurs  usually  requires  whole-Blood  transfusions 
DESCRIPTION  Each  Equagesic  laBlet  contains  150  mg  me- 
probamate 75  mg  ethoheptazine  citrate  and  250  mg  aspinn 

Copynghl  c  i980.  vi/yelh  Laboratories 
All  fights  reserved 

This  drug  has  been  evaluated  as  possibly 
effective  tor  this  indication 

Wyeth  Laboratories 

Phrladelphia,  Pa  19101 
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FOR 

MODERATE 

PAIN 

A  therapeutic  dose 
of  acetaminophen 
in  one  tablet 

A  therapeutic  dose 
of  two  complementary 
analgesics 

The  convenience  and 
economy  of  a 
dosage  schedule  of 
one  tablet,  every  four 
hours  as  needed 
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WHY  NOT  W  YGESIC 


e 


(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


WYGESIC— Abbreviated  Summary 
INDICATION:  For  the  reliel  o(  mild-lo-moderale  pam 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene Of  to  acetaminophen 

WARNINGS;  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizets.  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  eltecl  Pa- 
tients taking  this  drug  should  be  advised  o(  the  addidve 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occufred 
following  overdoses  ol  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  bad  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol.  Of  olher  CNS-aclive 
drugs  Caution  should  be  exercised  m  prescribing 
large  amounls  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 
DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance.  It  will  only  partially  suppress  the  with- 
drawal syndrome  m  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  ol 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 

USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  ihe  mental  ana  or  physical  abilities 
required  for  polentiaily  hazardous  tasks,  e  g  driving 
a  car  oi  operating  machinery.  Patients  should  be 
cautioned  accordingly, 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  eslablished  relative  lo  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYIVIPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therelore,  propoxyphene 
should  not  be  used  m  pregnant  women  unless,  in  ihe 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a  suitable  dosage  regimen  m  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a  few  patients  receiving  pro- 
poxyphene concomilanlly  with  orphenadnne  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedalion,  nausea,  and 
vomilmg  These  seem  more  prominent  in  ambulatory 
than  \r\  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  i(  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal Dam,  skin  rashes,  light-headedness,  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
loxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  olher  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  lo 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a  few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadnne 

MANAGEMENT  OF  OVERDOSAGE;  SYMPTOMS 
The  manifestations  o'  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addilion  to  these  char- 
aclenslics,  which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  eflecis- 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  local  or  generalized  con- 
vulsions, a  prominent  fealure  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  lo  24  nours  However,  early  recognition 
may  be  difficult  smce  early  symptoms  rnay  be  mild 
and  nonspecific  Evidence  ol  hver  damage  is  usually 
delayed  After  Ihe  initial  symptoms,  the  patient  may 
feel  less  ill.  however,  laboratory  determinations  are 
likely  lo  show  a  rapid  rise  in  hver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation delects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy.  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepaloloxicily  A  l3-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestabiishmeni  of  adequate  respiratory  ex- 
change through  provision  ol  a  patent  airway  and  in- 
stilulion  of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
aliorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  anlagomsls  should 
be  adminislered,  preferably  IV.  simultaneously  with 
efforts  at  respiratory  resuscitation  and  Ihe  antagonist 
should  be  repeated  as  necessary  until  the  patients 
condition  remains  satisfactory  In  addition  to  a  nar- 
cotic antagonist,  the  patient  may  require  careful  litra- 
hon  with  an  anticonvulsant  lo  control  seizures 
Analeptic  drugs  (e.g.  caffeine  or  amphetamine)  should 
not  be  used  because  ol  their  tendency  lo  precipitate 
convulsions. 


Oxygen,  IV  fluids,  vasopressors  and  olher  suppor- 
tive measures  should  be  used  as  indicated  Gastnc 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a  Significant  amount  of  ingested  propoxyphene. 
Dialysis  is  ol  little  value  m  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  Ihe  body  should 
nol  be  delayed  Copious  gastnc  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
IS  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  lo  be  ef- 
fective m  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load. II  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  ailernative  to  mercaplamine,  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness. 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407,  1977) 
Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  lo  one  week  Acelammophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity.  Serial  hepatic  enzyme 
determinations  are  also  recommended. 
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Pinehurst 

Director  of  Continuing 
319  MacNider  Building 


Credit:  40  hours 

F-or  Information:  Donald  Serafin,  M.D..  Duke  University  Medical 
Center,  Durham  27710 

October  8 

Management  of  Chest  Disease  for  the  Practicing  Physician 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $30 

Credit:  5  hours 

For  Information:  F.  M.  Simmons  Patterson.  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education,  ECU  School  of  Medicine, 

Greenville  27834 

October  15 

Placebos 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $15 

Credit:  3  hours 

For  Information:  F.  M.  Simmons  Patterson,  M.D.,  Assistant  Dean 

for  Continuing  Medical  Education,  ECU  School  of  Medicine. 

Greenville  27834 

October  31-November  1 

13th  Annual  Maligant  Disease  Symposium 

Fee:  $100 

Credit:  9  hours 

For  Information:  William  Wood,  M.D.,  Director  of  Continuing 

Education.  UNC  School  of  Medicine.  231  MacNider  Building 

202-H,  Chapel  Hill  27514 

November  5-9 

1980  Urologic  Assembly:  Pediatric  Urology 
Place:  Pinehurst  Hotel  and  Country  Club,  Pinehurst 
Credit:  27  hours 

For  Information:  Ms.  Linda  Mace,  Assembly  Secretary,  Box  3707, 
Duke  University  Medical  Center,  Durham  27710 

November  9-15 

Update  in  Cardiovascular  Diseases 
Place:  Pinehurst  Hotel  and  Country  Club, 
For  Information:  William  Wood,  M.D., 

Education,  UNC  School  of  Medicine, 

202-H,  Chapel  Hill  27514 

November  12 

Clinical  Pediatrics 

Place:  Pitt  County  Memorial  Hospital 

Fee:  $15 

Credit:  3  hours 

For  Information:  F.  M.  Simmons  Patterson.  M.D..  Assistant  Dean 

for  Continuing  Medical  Education.  ECU  School  of  Medicine. 

Greenville  27834 

PROGRAMS  IN  CONTIGUOUS  STATES 

July  22-26 
Contemporary  Clinical  Neurology 
Place:  Hilton  Head  Island.  South  Carolina 
Sponsor:  Department  of  Neurology.  Vanderbilt  University  School 

of  Medicine 
Credit:  16  hours 
For  Information:  Vanderbilt  Continuing  Medical  Education,  3200 

West  End,  Suite  306,  Nashville,  Tennessee  37212 

October  23-26 

North  Carolina  Society  of  Internal  Medicine  Fall  Meeting 
Place:  The  Cloister,  Sea  Island.  Georgia 

For  Information:  North  Carolina  Society  of  Internal  Medicine.  P.O. 
Box  27167.  Raleigh  27611 

ITEMS  OF  SPECIAL  INTEREST 

October  4-9 

WONCA/AAFP  World  Conference  on  Family  Medicine 
Place:  New  Orleans.  Louisiana 
Sponsor:  American  Academy  of  Family  Physicians 
For  Information:  Mr.  Chet  Watts.  American  Academy  of  Family 
Physicians.  1740  West  92nd  Street.  Kansas  City.  Missouri  641 14 

November  14-16 

Primary  Care  of  Hand  Injuries 
Place:  Sea  Island.  Georgia 

For  Information:  American  Society  for  Surgery  of  the  Hand.  2600 
South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014 


News  Notes  from  the — 

EAST  CAROLINA  UNIVERSITY 
SCHOOL  OF  MEDICINE 


Dr.  John  T.  Bray,  assistant  professor  of  surgery, 
has  received  a  $9,802  grant  from  the  National  Insti- 
tutes of  Health  for  a  project,  "Laboratory  Analyses  in 
Support  of  a  Case-Conti  oiled  Study  of  Selenium  and 
Skin  Cancer  in  Eastern  North  Carolina." 


The  N.C.  United  Way  has  awarded  a  $3 ,000  grant  to 
Dr.  Arthur  E.  Kopelman,  professor  of  pediatrics,  and 
Dr.  Thomas  M.  Louis,  associate  professor  of  anat- 
omy. The  investigators  will  be  studying  "effects  of 
Asphyxia  and  Resuscitation  on  Brain  Prostaglandins 
in  the  Neonatal  Guinea  Pig." 


Dr.  David  L.  Beckman,  professor  of  physiology, 
has  received  a$2,I50grant  from  the  N.C.  United  Way 
for  a  study,  "Resuscitation  Following  Head  Injury." 


Dr.  L.  E.  Masters,  professorof  family  practice,  has 
INSURANCE  FOR  YOU  AND  YOUR  BUSINESS 

LIFE 
DISABILITY 

GROUP 
RETIREMENT 

Pmil  Schenck 
ssociates 


300Wendover  East      Suite  202 

Greensboro.  North  Carolina 

(919)379-8207 


PROVIDENT 
MUTUAL 


Burlington  •  Charlotte  •  Chapel  Hill  •  Durham  •  Fayettevilie  •  Florence 
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been  appointed  to  the  editorial  board  of ' 
Family  Medicine."" 

=i=  *  ^ 


Seminars  in 


The  Public  Health  Service  has  awarded  the  De- 
partment of  Family  Practice  an  $84,666  grant  to  sup- 
port predoctoral  training  in  family  medicine  and  a 
$101,272  grant  to  support  graduate  training  in  family 
medicine. 


Two  faculty  members  from  the  Department  of 
Physiology  attended  the  annual  meeting  of  the  Feder- 
ation of  American  Societies  for  Experimental  Biology 
in  Anaheim,  Calif. 

G.  Richard  Athey,  assistant  professor,  was  co- 
chairman  of  a  session,  "Gastrointestinal  Motility." 

Athey  and  S.  Gregory  lams,  assistant  professor, 
presented  "Cold-Restraint  Induced  Gastric  Ulcera- 
tion in  Normotensive  and  Spontaneously  Hyperten- 
sive Rats."" 


There  has  been  a  1259f  increase  in  the  number 
of  physicians  in  Pitt  County,  according  to  statistics 
compiled  by  the  Office  of  Health  Services  Research 
and  Development. 

In  Febmary  1980,  162  physicians  were  practicing  in 
the  county,  compared  to  72  doctors  in  February  1976. 
The  figures  do  not  include  the  55  residents  participat- 
ing in  the  School  of  Medicine"s  postgraduate  training 
programs. 


Dr.  Paul  R.  Mehne,  medical  school  curriculum 
coordinator,  and  Dr.  Trenton  G.  Davis,  chairman  of 
environmental  health,  published  "Developing 
Competency-Based  Instructional  Systems  for  En- 
vironmental Health  Programs""  in  a  recent  issue  of  The 
Journal  of  Environmental  Education. 


Zubie  W.  Metcalf,  directorof  the  Center  for  Student 
Opportunities,  has  been  named  to  the  Evaluation  and 
Research  Committee  of  the  Southern  Regional  Group 
on  Student  Affairs  —  Minority  Affairs  Section,  As- 
sociation of  American  Medical  Colleges. 


Walter  L.  Shepherd,  director  of  Health  Services 
Research  and  Development,  presented  "Are  Alterna- 
tive Practitioners  Indicators  of  Unmet  Patient  Ex- 
pectations?"" at  a  Duke  University  symposium.  North 
Carolina  Medicine  —  History  and  Legacies. 

Shepherd  also  presented  "The  Individual's  Alter- 
natives in  Seeking  Health  Equilibrium""  at  the  Mid- 
Atlantic  Folklife  Association  conference. 


More  than  100  college  students  representing  six 
universities  in  North  Carolina  attended  the  annual 
Health  Careers  Day  sponsored  by  the  Center  for  Stu- 
dent Opportunities.  This  year,  high  school  students 
from  the  Robeson  County  School  System  also  par- 
ticipated as  part  of  a  special  Health  Careers  Aware- 
ness Project  being  conducted  in  that  county. 


^ 


MEDICINE  OR  BUSINESS? 


V       /^\T^J\ 


If  you're  like  most  physicians,  you're  spending 
more  hours  working  each  month  before  the  dollars 
you  earn  are  your  own.  Just  about  everything  you 
need  to  practice  medicine  is  increasing  in  cost  at 
an  alarmmg  rate. 

If  you  feel  you're  practicing  business  instead  of 
medicine,  why  not  consider  an  alternative?  Medi- 
cine can  still  be  a  great  way  of  life  —  with  reason- 
able hours,  opportunities  for  specialization,  and 
emphasis  on  patient  care  instead  of  paperwork. 

Air  Force  medicine  may  be  an  exciting  alternative 
for  your  future. 

We  would  like  to  tell  you  more  —  about  the  30 
days  of  paid  vacation  each  year,  about  our  op- 
portunities for  specialization,  and  our  excellent 
compensation  package. 

Contact  USAF  Health  Professions  Recruiter.  1100 
Navaho  Drive.  Suite  GL-1.  Raleigh.  N.C.  27604.  Call 
Collect  (919)  755-4134. 
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AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST 


A  great  way  of  life. 
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Dr.  Tate  Holbrook.  assistant  professor  of  pediat- 
rics, presented  "New  Techniques  in  Diagnosis  — 
Pathology"  at  the  Conference  on  Childhood  Cancers 
at  Research  Triangle  Park. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


A  collection  of  more  than  35.000  microscope  slides 
relating  to  the  inner  ears  of  birds  and  mammals  has 
been  given  to  Dr.  James  G.  McCormick,  research 
associate  professor  of  otolaryngology  at  the  Bowman 
Gray  School  of  Medicine. 

The  slides  are  a  gift  from  Professor  E.  Glen  Wever 
of  Princeton  University  and  represent  about  half  of 
the  collection  Wever  developed  during  the  past  40 
years. 

That  portion  of  the  collection  relating  to  the  inner 
ears  of  250  species  of  reptiles  has  been  given  to  the 
Smithsonian  Institution.  At  the  end  of  McCormick's 
life,  his  slides  also  will  go  to  the  Smithsonian. 

The  entire  slide  collection  is  valued  at  nearly  $3 
million  and  would  just  about  be  impossible  to  replace 
today. 

McCormick  studied  with  Wever  as  a  graduate  and 
postgraduate  student  at  Princeton  and  has  collabo- 
rated with  Wever  in  writing  several  articles  on  hearing 
for  the  National  Academy  of  Sciences. 

McCormick  intends  to  make  his  portion  of  the  slide 
collection  available  for  research  and  education. 


The  Bowman  Gray/Baptist  Hospital  Medical  Cen- 
ter is  planning  to  add  five  stations  to  its  hemodialysis 
clinic  by  June  1.  The  clinic  now  has  11  stations. 

There  has  been  a  steady  growth  in  the  number  of 
dialysis  patients  at  the  medical  center.  In  1977,  there 
was  an  average  of  33  patients  on  dialysis.  The  average 
had  risen  to  46  by  1979. 

The  clinic  is  treating  more  patients,  despite  the  fact 
that  more  and  more  patients  are  being  taught  to  treat 
themselves  at  home. 

If  current  trends  continue,  the  clinic  will  treat  twice 
as  many  patients  in  1983  as  it  did  in  1977. 


John  Umhau ,  a  third-year  student  at  Bowman  Gray, 
has  been  awarded  a  MAP-Reader"s  Digest  Interna- 
tional Medical  Fellowship  to  study  at  a  hospital  in 
Madagascar. 

MAP(Medical  Assistance  Program)  International  is 
a  Christian  medical  relief  and  development  agency 
based  in  Chicago. 

Umhau  will  spend  eight  weeks,  starting  in  June, 
working  with  the  medical  staff  of  Monambaro  Lu- 


theran Hospital  in  Madagascar.  The  hospital  is  staffed 
by  Madagascan  doctors  and  nurses  and  by  American 
volunteers. 

Since  MAP  International  began  in  1971  more  than 
600  students  have  served  in  50  developing  countries. 


Construction  of  Bowman  Gray/Baptist  Hospital 
Medical  Center's  newest  building,  the  Focus  Build- 
ing, is  scheduled  to  be  completed  in  late  July  or  early 
August. 

The  178,000-square-foot  structure  will  provide 
acutely  needed  space  for  academic  and  administrative 
offices  and  for  basic  support  units. 

Its  construction  climaxes  a  15-year  medical  center 
expansion  program  which  will  be  completed  at  a  cost 
of  more  than  $65  million.  Upon  completion  of  the 
building,  renovation  will  begin  on  218,000  square  feet 
of  space  in  the  medical  school  and  a  35,000-square- 
foot  area  in  the  hospital. 


Dr.  Eben  Alexander  Jr.,  professor  of  neurosurgery, 
has  been  elected  president  of  the  American  Academy 
of  Neurological  Surgery.  He  also  has  been  re-elected 
chairman  of  the  Interspecialty  Advisory  Board  of  the 
American  Medical  Association. 


PHySICIANS 

One  of  America's  largest  health  care  corporations  is 
currently  seeking  both  a  full  and  part-time  Physician 
for  our  Plasma  Donor  Center  located  in  the  South- 
east Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor  screening  and 
evaluation  The  part-time  position  would  provide 
support  when  regular  staff  physicians  are  on 
vacation 

Our  requirements  are  flexible  and  we  will  consider 
licensed  but  non-practicing  physicians  as  well  as 
those  desiring  to  work  on  a  consulting  basis 

We  offer  excellent  working  environment  and  a  highly 
competitive  salary  For  further  information,  please 
send  curriculum  vitae  to   Ray  Ludlum 


Alpha 


THERAPELmC  CORPORATION 

Formerly  ■  Division  ot 
ABBOTT  LABORATORIES 

129  Franklin  Street 

Fayetteville,  N.C. 

(919)483-2280 

Equal  Opportunity  Employer  M  F 
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Dr.  Thomas  E.  Clark,  associate  professor  of  sociol- 
ogy, has  been  appointed  by  Gov.  James  Hunt  to  a 
four-year  term  as  chairman  of  the  North  Carolina 
Board  of  Marriage  and  Family  Therapy  Examiners. 


Dr.  Lloyd  H.  Harrison,  associate  professor  of  urol- 
ogy, has  been  appointed  to  the  combined  American 
Board  of  Urology/American  Urological  Association 
Examination  Committee.  He  will  begin  his  respon- 
sibilities on  July  25  when  the  committee  meets  to 
prepare  the  1980  In-Service  Examination,  the  1981 
Self  Assessment  Study  Program  of  the  American 
Urological  Association  and  the  1981  Voluntary  Recer- 
tification  Examination  of  the  American  Board  of 
Urology. 

*         *         * 

Dr.  Henry  S.  Miller  Jr.,  professor  of  medicine,  has 
been  elected  president-elect  of  the  American  College 
of  Sports  Medicine  for  the  1980-81  term. 


Dr.  A.  M.  Nomeir,  assistant  professor  of  medicine, 
has  been  listed  in  the  second  edition  of  the  interna- 
tional Who's  Who  in  Education,  1980,  Cambridge, 
England. 


Dr.  Kevin  Rudeen,  assistant  professor  of  anatomy, 
has  been  appointed  to  the  Standing  Committee  on 
Women  and  Minorities  in  Anatomy  of  the  American 
Association  of  Anatomists. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


It's  not  often  that  a  medical  research  and  treatment 
laboratory  gets  a  chance  to  establish  a  new  world 
record,  but  that's  just  what  happened  in  March  in  the 
medical  center's  F.  G.  Hall  Laboratory  for  Environ- 
mental Research. 

Three  young  men,  locked  inside  a  small  pressurized 
chamber  and  supported  round-the-clock  by  scientists 
and  technical  staff,  set  a  new  world  depth  mark  that 
was  the  equivalent  of  2,132  feet  (650  meters)  beneath 
the  sea.  The  old  record  of  2,001  feet  had  been  set  in  a 
hyperbaric  chamber  in  1972  by  a  team  of  French 
divers. 

The  three  volunteers  were  Delmar  "Bud"  Shelton, 
a  physician's  assistant  at  Duke:  William  Bell,  a 
fourth-year  Duke  medical  student;  and  Stephen  Por- 
ter, a  diver  employed  by  Oceaneering  International,  a 
Houston-based  commercial  diving  company. 

The  significance  of  the  event  lies  not  so  much  in  the 
new  record,  but  rather  in  what  the  experiments  told 
researchers  about  how  deep  humans  can  function 
under  water,  according  to  Dr.  Peter  B.  Bennett,  pro- 


fessor of  anesthesiology  and  director  of  the  Hall  Labo- 
ratory. 

A  telegram  sent  to  Bennett  by  the  management  and 
employees  of  Oceaneering  International  told  the 
story: 

"Congratulations  to  the  divers  and  to  the  labora- 
tory," the  cable  read.  "Yourefforts  have  dramatically 
established  important  new  capacities  in  man's  ability 
to  work  in  the  sea  and  have  opened  the  door  to  vast 
areas  of  the  ocean  which  were  previously  closed  to 
man." 

Bennett  explained  that  all  earlier  dives  to  the  equiv- 
alent of  1,500  feet  and  deeper — including  one  con- 
ducted at  the  medical  center  last  year — had  caused  a 
condition  known  as  High  Pressure  Nervous  Syn- 
drome (HPNS). 

Symptoms  of  the  illness,  which  is  incapacitating  to 
anyone  trying  to  work  far  below  an  offshore  oil  plat- 
form, for  example,  are  nausea,  vomiting,  drowsiness 
and  fatigue,  tremors  and  brain  wave  irregularities. 

"We  were  originally  planning  to  stop  at  1,509  feet, 
but  the  addition  of  10  percent  nitrogen  to  the  helium- 
oxygen  breathing  mixture  prevented  all  of  these  un- 
pleasant symtoms,"  he  said.  "That's  why  we  decided 
to  go  deeper." 

The  U.S.  Navy  made  a  dive  last  year  to  1,800  feet 
using  the  helium  and  oxygen  mixture  alone,  the  scien- 
tist said,  but  it  tt>ok  six  days  to  reach  that  depth,  and 
the  divers  suffered  from  severe  HPNS.  The  French 
team  required  10  days  to  achieve  2,001  feet  and  also 
experienced  HPNS. 

In  contrast,  the  Duke  team  reached  1 ,509  feet  in  just 
12  hours  and  20  minutes  with  no  symptoms,  Bennett 
said.  The  descent  to  2,132  feet  at  twice  the  rate  of  the 
Navy  dive  took  an  additional  54  hours  and  40  minutes. 

A  practical  new  computer  that  can  be  operated  eas- 
ily by  physicians  previously  untrained  in  the  use  of 
computers  has  been  installed  on  the  medical  center's 
Clinical  Research  Unit. 

The  new  system,  called  CLINFO,  was  created  to 
help  medical  scientists  organize  and  analyze  their 
research  findings  quickly  and  efficiently.  It  was 
designed  by  Bolt,  Beranek  and  Newman,  Inc.,  of 
Cambridge,  Mass.,  and  paid  for  by  the  Division  of 
Research  Resources  of  the  National  Institutes  of 
Health. 

Duke  and  the  Johns  Hopkins  University  were  the 
first  institutions  in  the  United  states  to  receive  NIH 
grants  for  CLINFO,  which  will  be  used  exclusively  for 
research,  according  to  Dr.  Samuel  Sells  Jr. 

"This  computer  is  one  of  the  most  valuable 
additions  to  the  clinical  research  unit  since  it  was 
established  in  1960,"  said  Wells,  professor  of  surgery 
and  director  of  the  unit. 

"It  will  give  medical  scientists  the  advantage  of 
being  able  to  sit  down  with  their  data  and  analyze  it 
themselves  after  only  a  brief  orientation." 
*         ^-         * 

A  retired  Greensboro  textile  executive  and  his  wife 
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have  contributed  $110,000  to  help  endow  the  Joseph 
A.  C.  Wadsworth  Professorship  in  Ophthalmology  at 
the  medical  center. 

James  A.  Hornaday  Jr.,  former  chief  executive  offi- 
cer at  Guilford  Mills,  said  he  and  his  wife  Virginia 
made  the  gift  in  appreciation  to  Duke  because  Dr. 
Wadsworth  restored  his  vision  through  an  operation 
to  remove  cataracts. 

In  1974,  the  couple  also  gave  $100,000  toward  con- 
struction of  the  Eye  Center. 

"I  was  grateful  to  have  my  sight  back,"  Hornaday 
said. 


In  recent  decades,  industry  and  the  university 
community  have  somehow  become  estranged  in  the 
United  States,  and  unless  these  two  major  compo- 
nents of  society  begin  working  together  more  closely, 
future  advances  in  drug  therapy  will  be  unnecessarily 
delayed. 

That  was  the  opinion  Dr.  James  G.  Hirsch  of 
Rockefeller  University  expressed  at  a  recent  sym- 
posium held  at  the  Searle  Center  for  Continuing  Edu- 
cation. 

"The  lack  of  cooperation  or  even  communication 
between  these  two  segments  makes  no  sense  what- 
soever, and  the  debate  over  the  relative  importance  of 


basic  versus  applied  research  is  a  rather  empty  one," 
Hirsch  said.  "What  we  need  are  a  few  more  facts." 

The  physician,  who  is  dean  of  graduate  studies  at 
Rockefeller,  made  his  remarks  in  a  paper  titled  "The 
Conquest  of  Bacterial  Infectious  Diseases  in  the 
Twentieth  Century.  The  Greatest  Success  Story  in  the 
History  of  Medical  Sciences." 

He  presented  the  paper  to  a  group  of  some  50  scien- 
tists representing  both  academia  and  the  phar- 
maceutical industry.  The  joint  two-day  symposium 
was  held  in  honor  of  the  medical  center's  50th  an- 
niversary and  the  100th  anniversary  of  The  Wellcome 
Foundation,  Ltd.,  the  philanthropic  parent  organiza- 
tion of  Burroughs  Wellcome  Co. 

The  physician  said  he  has  seen  recently  some  en- 
couraging signs  that  universities  and  industries  are 
drawing  closer  together  once  again. 

"This  trend,  properly  nurtured,  could  lead  to  the 
reestablishment  of  academic-industrial  cooperation, 
a  cooperation  much  needed  if  we  are  to  take  full  ad- 
vantage of  the  opportunities  for  new  drug  develop- 
ment." 

Hirsch  concluded  by  suggesting  that  on  balance, 
government  regulations  for  drug  safety  tests  actually 
may  have  a  detrimental  effect  on  the  public  health  by 
making  the  appearance  of  promising  new  drugs  too 
slow. 


An  apple  a  day  won't 
keep  alcoholism  away! 

The  alcoholic  presents  unique,  baffling  problems  in 
medical  practice.  So  does  the  person  addicted  or 
dependent  on  narcotics,  tranquilizers,  sedatives  or 
stimulants.  We  specialize  in  acute  care  and  long-term 
treatment  of  these  conditions,  offering  a  minimum 
28-day  program. 

Do  you  have  a  patient  who  needs  this  kind  of  help? 
You  probably   do  because   the   illness  is  sneaky.  For 
more  information  and  guidelines  on  how  to  identify 
asiiithese  patients,  write  to  us. 


cUamcuwom.  y^^o^tpitaJL 


311  JONES  MILL  ROAD 
STATESBORO,  GA.  30458 


(912)  764-6236 


J.C.A.H.  ACCREDITED 


June  1980.  NCMJ 


397 


Vfotrirt  vs  coddne, 

ibuprofen 


f  ©  1980  The  Upjohn  Company 


r 

ompare  the  analgesic  effect 


trin  (ihuprofen)  400  mg  tablets  provided  greater  relief  of  pain  than  codeine 
|douhle-hlind,  randomized  clinical  study  of  287  patients. 
Tin  was  significantly  more  effective  (p  <  0.01)  than  codeine  60  mg  at  the 
|i-  and  4-hour  intervals... significantly  more  effective  (p  <  0.01)  than 
.Mne  30  mg,  codeine  15  mg,  and  placebo  at  all  inter\'als. 

^ree  of  pain  relief— mean  scores 

Excellent  relief     3  =  Good  relief     2  =  Fair  relief     1  =  Poor  relief     0  =  No  relief 


Motrin  400  mg  (ibuprofen)  (59  patients) 
Codeine  60  mg  (58  patients) 
Codeine  30  mg  (59  patients) 


Codeine  15  mg  (54  patients) 
Placebo  (57  patients) 


1st  hour  2nd  hour 

Ime  after  drug  administration  (hours) 


3rd  he 


4th  hour 
Data  on  file  at  The  Upjohn  Company. 


le  tablet  q4-6h  pm  pain 

l/ell-tolerated,  nonnarcotic  prescription  for  mild  to  moderate  pain 


^rin4 


MProfeaUpohn 


l)t  a  narcotic  •  Not  addictive  •  Not  habit  forming  •  Acts  peripherally 
llieves  pain  rapidly  •  Indicated  in  acute  and  chronic  pain  •  Well  tolerated 
le  most  common  side  effect  with  Motrin  is  mild  gastrointestinal  disturbance. 


Ise  tuni  the  page  for  a  brief  summary  of  prescribing  information. 
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Motrin' (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin'^  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been 
established  in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a  history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspinn  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin.  Bleeding  has  been  reported  in  patients  talking  Motrin  and  coumarin. 
Pregnancy  and  nursing  molliers:  Motrin  should  not  be  tal<en  during  pregnancy  or  by 
nursing  mothers. 
Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4°o  to  16%).  This  includes  nausea,*  epigastric  pain,-  heartburn," 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System; 
Dizziness,'  headache,  nervousness,  Dermalologic:  Rash'  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus,  Melabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 
'Incidence  3»o  to  9%. 
Incidence  less  than  1  in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermalologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gaslroinleslinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermalologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400  or  600  mg  t.i  d.  or  q.i.d. 
Mild  to  moderate  pain:  400  mg  every  4  to  6  hours  as  necessary  for  relief  of  pain 

Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert. 


A  blood  test  that  can  detect  recurrent  breast  cancer 
up  to  15  months  before  symptoms  arise  has  been  de- 
veloped by  a  three-state  research  team. 

The  test  measures  a  substance  in  the  blood.  First 
isolated  from  breast  cyst  fluid,  the  substance  has  been 
named  "gross  cystic  disease  fluid  protein." 

Researchers  led  by  Dr.  Darrow  E.  Haagensen  Jr.  of 
the  Comprehensive  Cancer  Center  found  large 
amounts  of  the  protein  only  in  pregnant  women  and  in  I 
women  with  recurrent  breast  cancer.  Small  amounts 
occur  normally  in  both  men  and  women,  they  learned. 

The  team's  eight  years  of  work  also  disclosed  that: 

•  About  a  third  of  216  women  with  recurrent  breast 
cancer  studied  had  elevated  levels  of  the  protein  in 
their  blood. 

•  The  protein  is  not  related  to  another  cancer  indi-|j 
cator,  carcinoembryonic  antigen  (CEA).  ' 

•  Tests  for  the  new  protein  and  CEA,  when  used 
together,  can  detect  recurrent  breast  cancer  before 
any  symptoms  arise  in  28%  of  those  patients  whose 
cancer  returns  after  mastectomy.  I 

•  The  new  test  has  not  detected  cancer  in  women 
whose  malignancy  is  confined  to  the  breast. 

•  Physicians  can  use  the  new  test  to  judge  how  well 
their  patients  with  recurrent  breast  cancer  are  re-j 
spending  to  treatment.  I 

Team  members  have  published  details  of  their  work" 
in  the  "Journal  of  the  National  Cancer  Institute"  and  , 
in  the  journal  "Cancer." 


The  Cystic  Fibrosis  Foundation  has  awarded 
$56,404  to  the  medical  center  to  support  Duke's  Cystic 
Fibrosis  Center,  according  to  Robert  P.  Pace,  presi- 
dent of  the  North  Carolina  chapter  of  the  foundation. 

The  grant  will  help  pay  the  salaries  of  a  nurse  coor- 
dinator, a  psychiatric  social  worker,  a  nutritionist  and 
a  physical  therapist  who  work  with  children  with  the 
disease,  said  Dr.  Alexander  Spock,  professor  of 
pediatrics  and  director  of  the  center. 

"It  will  also  support  basic  research  and  teaching 
activities,"  Spock  said. 

The  Duke  Cystic  Fibrosis  Center,  founded  nearly  20 
years  ago,  treats  about  250  children  from  North  Caro- 
lina and  neighboring  states  who  are  afflicted  with  the 
debilitating  genetic  disease. 


Put  this  word  in  the  back  of  your  memory  — 
Acyclovir  (pronounced  a-SIGH-clo-vir).  It's  the  name 

of  a  drug,  a  drug  you'll  be  reading  much  more  about  in 
years  ahead  if  studies  under  way  at  the  Duke  Com- 
prehensive Cancer  Center  prove  its  worth  in  treating 
prostate  cancer. 

Acyclovir  is  a  potent  antivirus  drug  and  may  also  be  ' 
an  anticancer  agent.   If  proven  useful  in  fighting 
cancer,  we  may  be  stepping  into  a  bright  new  area  of 
cancer  research. 

The  excitement  surrounding  this  drug,  developed 
by  the  Burroughs  Wellcome  Company,  is  easy  to  un- 
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derstand.  It  may  be  the  first  antiviral  drug  with  very 
few  side  effects. 

All  anticancer  drugs  in  common  use  today  (about  40 
of  them,  excluding  hormonal  compounds)  destroy 
normal  cells  as  well  as  cancer  cells.  They  harm  any 
rapidly  dividing  cell.  That  includes  cancer  cells,  of 
course,  but  it  also  includes  the  cells  lining  the  mouth, 
throat,  stomach  and  intestines,  the  cells  of  hair  folli- 
cles and  bone  marrow. 

As  a  result,  most  current  anticancer  drugs  cause 
nausea  and  temporary  hair  loss  and  some  suppress  the 
bone  marrow,  which  reduces  the  production  of  blood 
cells. 

As  an  antiviral  drug.  Acyclovir  only  attacks  cells 
infected  by  viruses  —  not  normal  cells.  This  selective 
punch  makes  it  similar  to  penicillin,  which  attacks 
only  invading  bacteria.  If  Acyclovir  does  attack 
cancer  cells,  the  relationship  between  cancer  and  vi- 
ruses may  be  better  understood. 

Duke  is  one  of  two  centers  testing  the  drug  specifi- 
cally for  its  anticancer  promise  with  patients,  said  Dr. 
Andrew  T.  Huang,  associate  professor  of  medicine 
and  director  of  the  center's  chemotherapy  service. 
He  discussed  the  research  at  a  recent  meeting  of  the 
cancer  center's  citizens  advisory  committee. 


Seventeen-year-old  David  Landers,  who  invented  a 
special  lens  for  eye  surgery,  was  one  of  the  five  N.C. 
high  school  students  chosen  to  give  papers  at  the 
National  Junior  Science  and  Humanities  Symposium 
March  9-11  at  Duke. 

Landers,  the  son  of  Duke  ophthalmologist  Dr. 
Maurice  B.  Landers  III,  was  one  of  180  students  and 
40  teachers  from  throughout  the  state  who  attended 
the  symposium.  Landers'  paper  dealt  with  "Tempor- 
ary Keratoprotheses  for  Use  in  Vitrectomy  Surgery." 
The  lens  Landers  invented,  called  a  vitrectomy  tem- 
porary keratoprothesis,  is  sewn  to  the  front  of  the  eye 
during  surgery  to  create  a  window  for  surgeons  re- 
pairing damage  resulting  from  injury  or  disease. 


Basic  researchers  in  the  U.S.  face  harder  times 
ahead,  beset  by  domestic  budget  cuts  on  the  one  hand 
and  foreign  competition  on  the  other.  Dr.  Philip 
Handler  told  a  cross-section  of  Duke  and  Durham 
recently. 

Nonetheless,  Handler  said  he  foresees  some  "eye- 
opening  surprises"  coming  out  of  basic  research.  "I 
promise  that  the  best  is  yet  to  come,"  he  said. 

Handler,  president  of  the  National  Academy  of  Sci- 
ences and  a  former  chairman  of  the  Duke  Biochemis- 
try Department,  spoke  at  the  annual  Durham 
Chamber  of  Commerce  dinner  in  March.  In  honor  of 
the  medical  center's  50th  anniversary,  the  dinner  was 
held  at  Duke  in  Cameron  Indoor  Stadium.  At  least  92 
Duke  faculty  and  staff  members  were  among  the  esti- 
mated 750  persons  who  attended. 

Many  American  scientists,  especially  those  in  basic 
research,  lack  financial  stability.  Handler  said. 
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"Scientists  should  be  kept  on  theirtoes,  not  on  their 
knees,"  he  said. 

Money  problems  for  scientists  stem  in  part  from 
America's  traditionally  large  defense  budgets.  When 
belt-tightening  time  arrives,  politicians  cut  research 
funds  rather  than  defense  funds.  Handler  said,  adding 
that  "science  is  almost  certain  to  suffer"  in  efforts  to 
reduce  the  projected  federal  deficit  for  1981. 


News  Notes  from  the 

UNIVERSITY  OF  NORTH  CAROLINA- 
CHAPEL  HILL  SCHOOL  OF  MEDICINE 
AND 
NORTH  CAROLINA  MEMORIAL  HOSPITAL 


North  Carolina  Memorial  Hospital  has  received  a 
$798,000  grant  from  the  Robert  Wood  Johnson  Foun- 
dation to  help  convert  its  general  medicine  clinic  into  a 
group  practice  that  will  provide  around-the-clock, 
personalized  care  to  adult  patients  on  a  continuing 
basis. 

N.C.  Memorial  was  among  only  15  teaching  hospi- 
tals nationwide  chosen  to  receive  a  total  $12  million  in 
grants. 

In  announcing  the  grants.  Foundation  President  Dr. 
David  E.  Rogers  said  they  will  be  used  to  establish 
model  practices  for  the  increasing  number  of  Ameri- 
cans who  use  hospital  clinics  as  their  primary  source 
of  medical  care. 

Dr.  Suzanne  Fletcher,  director  of  medicine  clinics 
at  N.C.  Memorial,  said  most  teaching  hospitals  "have 
always  been  good  at  giving  high  quality  technical, 
expert  care.  But  now  we  have  to  make  sure  the  care 
we  give  is  also  as  well-organized,  personal  and 
humane  as  a  patient  can  get  anywhere." 

Fletcher  said  the  grant  money  will  be  used  to: 

•  establish  a  maintenance  program  to  ensure  that  all 
patients  who  depend  on  the  group  practice  for  con- 
tinuing care  receive  routine  preventive  health  ser- 
vices; 

•  develop  a  quality  assurance  program; 

•  further  develop  the  hospital's  computerized  pa- 
tient information  system; 

•  set  up  a  formal  educational  program  in  ambulatory 
care  for  medical  residents;  and 

•  create  a  model  group  practice  laboratory. 

The  grant  money  will  be  dispersed  to  the  hospital 
over  the  next  four  years. 


North  Carolina's  first  human  cancer  tests  of  inter- 
feron will  begin  this  summer  at  the  University  of 
North  Carolina  at  Chapel  Hill. 

Dr.  John  Whisnant  of  the  University's  Cancer  Re- 
search Center  said  15  to  20  carefully  selected  patients, 
probably  with  recently  diagnosed  lung  cancer,  will 
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receive  injections  of  interferon,  the  naturally  occur- 
ring substance  in  the  body  thought  to  be  effective  in 
treating  certain  forms  of  cancer.  He  said  the  six-week 
interferon  trials  will  not  preclude  the  use,  if  necessary, 
of  more  established  and  proven  methods  of  cancer 
treatment  such  as  surgery,  radiation  and  drug  therapy. 

"What  we  intend  to  do  is  learn  more  about  how  to 
use  this  material  by  carefully  studying  its  biological 
effects  in  a  group  of  patients  we  believe  will  benefit 
from  it,"  Whisnant  said. 

He  is  a  member  of  a  National  Cancer  Institute 
committee  that  recommends  how  the  severely  limited 
amount  of  available  interferon  is  used  and  how  much 
is  allocated  to  various  research  efforts.  He  stressed 
that  only  a  portion  of  the  interferon  used  here  will  be 
earmarked  for  human  trials.  Much  of  it  will  continue  to 
be  used  in  laboratory  studies  to  learn  more  about  its 
chemical  makeup  and  how  it  mobilizes  cells  to  defend 
themselves. 

Whisnant  is  also  a  consultant  to  the  Burroughs 
Wellcome  Company,  a  pharmaceutical  firm  in  the 
Research  Triangle  Park.  The  Wellcome  Research 
Laboratories  have  long  been  active  in  interferon  re- 
search. 


North  Carolina  Memorial  Hospital  has  been 
awarded  a  $1  million  match  grant  from  the  U.S.  De- 
partment of  Energy  to  continue  its  efforts  in  contain- 
ing costs  and  energy. 

Under  the  provision  of  the  match  grant,  said  hospi- 
tal plant  engineering  director  Harold  Moss,  the  hos- 
pital will  actually  receive  one-half  of  the  amount  of  the 
grant  from  the  federal  government.  The  hospital  will 
be  responsible  for  finding  other  state  sources  to  match 
the  remaining  half  of  the  grant. 

Moss  said  the  three-year  grant  will  enable  N.C. 
Memorial  to  expand  its  projects  in  Energy  Resources 
Management  Activities,  an  energy  conservation  pro- 
gram begun  in  1975  that  has  already  saved  the  hospital 
$300,000. 

Provided  the  hospital  gets  the  matching  funds  to 
help  continue  its  energy-saving  efforts,  he  said  it 
should  be  able  to  save  another  8%,  a  projected  annual 
savings  of  $150,000. 

Projects  to  be  started  with  the  money  include  such 
measures  as  improvement  in  the  air  conditioning  sys- 
tem and  roofing,  and  replacement  of  windows.  Major 
measures  also  will  be  taken  to  integrate  existing  heat- 
ing and  air  conditioning  systems  into  a  new  com- 
puterized system  and  to  update  obsolete  controls.  In 
addition,  the  grant  will  enable  the  hospital  to  utilize  its 
emergency  generating  capacity  as  a  supplementary 
source  of  electricity. 


Dr.  Kenneth  Allan  Jacobson,  a  research  assistant 
professor  at  the  State  University  of  New  York  at 
Buffalo  since  1976,  joined  the  School  of  Medicine 
faculty  in  May. 

Jacobson,  a  Milwaukee  native,  has  also  been  a 


postdoctoral  fellow  and  senior  scientist  at  SUNYAB, 
where  he  now  is  a  member  of  the  Association  of  Sci- 
entists, Roswell  Park  Memorial  Institute. 


Dr.  Myron  S.  Cohen,  a  former  fellow  at  the  Yale 
University  School  of  Medicine  since  1977,  has  been 
named  to  the  faculty  at  the  School  of  Medicine. 

Cohen's  appointment  as  an  assistant  professor  be- 
came effective  April  1 . 

He  is  a  member  of  the  American  College  of  Physi- 
cians, American  Federation  of  Clinical  Research  and 
American  Society  of  Microbiology. 

The  Chicago  native  earned  his  B.S.  in  1971  from  the 
University  of  Illinois  and  his  M.D.  in  1974  from  Rush 
Medical  College  in  Chicago.  He  was  an  intern  and 
resident  at  the  University  of  Michigan  Medical  Center 
from  1974-77. 


Dr.  Douglas  E.  Henley,  a  family  practice  resident, 
was  recently  appointed  resident  representative  to  the 
committee  on  resident  and  student  affairs  of  the 
American  Academy  of  Family  Physicians. 

The  committee  on  resident  and  student  affairs  was 
established  to  study  the  special  problems  of  students 
and  residents  in  relationship  to  family  practice  and  to 
work  with  the  commission  on  membership  and 
member  services  to  encourage  medical  graduates  to 
enter  the  field  of  family  practice  and  join  the  member- 
ship ranks  of  the  AAFP. 


Eric  B.  Munson,  the  36-year-old  director  of  the 
University  of  Colorado's  teaching  hospital  in  Denver, 
has  been  named  general  director  of  North  Carolina 
Memorial  Hospital. 

Announcement  of  the  appointment  was  made  by 
hospital  Board  Chairman  E.  O.  Anderson  Jr.  of  Char- 
lotte, following  a  meeting  of  the  board  here  March  24. 
Anderson  said  the  decision  ended  a  2'/^-month  search 
that  involved  more  than  190  candidates  for  the  posi- 
tion. 

Munson,  whose  appointment  became  effective 
June  1,  succeeds  Dennis  R.  Barry,  who  left  Chapel 
Hill  last  November  to  become  director  of  Moses  Cone 
Hospital  in  Greensboro. 

The  new  general  director  has  been  associated  with 
the  University  of  Colorado  hospitals  and  its  school  of 
medicine  since  1973.  As  director  of  the  University 
Hospital  in  Denver,  he  served  as  chief  executive  offi- 
cer of  the  major  hospital  in  the  University  of  Colorado 
Health  Sciences  Center.  He  has  also  held  faculty  ap- 
pointments in  preventive  medicine  at  the  University 
of  Colorado  and  in  the  hospital  and  health  adminis- 
tration program  of  the  University  of  Minnesota. 

Prior  to  moving  to  Denver,  he  was  assistant  director 
of  the  University  of  Chicago  Hospitals  and  Clinics  and 
administrator  in  naval  hospitals  at  Camp  Pendelton, 
Calif.,  and  Agana,  Guam. 

He  earned  the  M.B.A.  degree  from  the  University 
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of  Chicago  Graduate  School  of  Business  in  1967  and 
the  B.A.  degree  from  Wabash  College  in  Craw- 
fordsville,  Ind. 


Dr.  Thomas  S.  Miya,  professor  and  dean  of  the 
School  of  Pharmacy  and  professor  of  pharmacology  in 
the  School  of  Medicine,  has  been  appointed  chairman 
of  the  School  of  Medicine's  toxicology  curriculum. 

His  appointment  became  effective  March  1. 

Miya  came  to  the  University  in  1977  from  Purdue 
University,  where  he  was  head  of  the  Department  of 
Pharmacology.  Last  year,  he  was  elected  president  of 
the  Society  of  Toxicology  and  was  appointed  to  the 
editorial  board  of  the  review  series  "Perspectives  in 
Toxicology."  He  is  former  president  of  the  American 
Association  of  Colleges  of  Pharmacy,  has  written 
more  than  100  scientific  publications  and  has  been 
presented  awards  for  his  contributions  to  pharmacy. 

The  Hanford,  Calif.,  native  earned  his  B.S.  in  1947 
from  the  University  of  Nebraska  and  his  Ph.D.  in  1952 
from  Purdue  University. 


Three  times  a  year,  four  physicians  from  various 
parts  of  the  state  come  to  Chapel  Hill  to  gain  new 
knowledge  and  practical  experience  in  caring  for 
high-risk  infants.  Each  group  of  physicians  spends 
two  days  a  week  for  four  consecutive  weeks  in  what 
has  been  called  a  mini-residency  program,  working 
with  fetal  and  infant  care  specialists  at  North  Carolina 
Memorial  Hospital. 

Dr.  Ernest  Kraybill,  associate  professor  of  pediat- 
rics and  ob-gyn  and  co-director  of  the  mini-residency 
program,  says  the  emphasis  is  on  anticipating  and 
recognizing  problems  that  endanger  newborns. 

In  the  mini-residency  program,  visiting  obstetri- 
cians observe  the  care  given  to  sick  babies  in  N.C. 
Memorial's  critical  care  nursery,  and  pediatricians  see 
patients  in  the  high-risk  obstetrical  clinic. 


Dr.  Benson  R.  Wilcox,  professor  and  chief  of  car- 
diothoracic  surgery,  was  elected  treasurer  of  the  Soci- 
ety of  Thoracic  Surgeons  at  its  16th  annual  meeting. 
The  society  has  a  current  membership  of  1,921. 


In  an  effort  to  improve  the  quality  of  care  available 
to  sick  newborns  all  over  the  state,  the  School  of 
Medicine  offers  pediatricians,  obstetricians  and  fam- 
ily doctors  an  opportunity  to  receive  specialized 
training  in  perinatal  medicine. 


Dr.  Paul  L.  Munson,  Sarah  Graham  Kenan  Profes- 
sor of  pharmacology  and  endocrinology,  was  co- 
chairman  of  a  symposium  on  "Secretion  and  Me- 
tabolism of  Calcium-Regulating  Factors"  at  the 
Sixth  International  Congress  of  Endocrinology,  Feb. 
10-16,  in  Melbourne,  Australia. 


FORTHECHEMICALLY  DEPENDENT 

At   the  Charlotte  Treatment   Center  we  believe 
that  those  who  suffer  fronn  the  treatable  disease  of 
alcoholism,  and  their  families,  are  entitled  to  the  same 
treatment  and  loving  care  as  those  suffering  from 
any  other  disease 

•  Full  time  physician  •  Professional  counseling  staff 

•  Psychiatric  consultant     •  Family  program 

•  Registered  nurses  •  After-care  program 


*i.«"lr» 


ChariotteTrei^iieiit  Center 


p.  O.  Box  240197. 1715  Sharon  Road  West.  Charlotte.  N.C.  28224 


For  InformalJon  Call  (704)  5540285 
James  F.  Emmert.  Executive  Director 
Rex  R.  Tasoart,  M, 
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Munson  also  attended  the  Eighth  International 
Thyroid  Congress  and  the  Kanamatsu  Conference  on 
the  Kidney,  Feb.  3-8,  in  Sydney,  Australia. 


Dr.  Edward  J.  Shahady,  chairman  and  professor  of 
family  medicine,  was  a  visiting  professor  to  the  Uni- 
versity of  Puerto  Rico  at  Caguas  and  Catholic  Univer- 
sity at  Ponce,  March  17-23.  He  was  also  a  guest 
speaker  at  the  Annual  Caribbean  Conference  on  Diag- 
nostic Medicine.  v 


Charlene  M.  Nelson,  L.P.T.,  associate  professor  of 
physical  therapy,  participated  on  a  task  force  on 
Electroneuromyographic  Competencies,  March  27,  in 
Washington,  D.C.  The  task  force  has  been  established 
by  the  American  Physical  Therapy  Association's 
Section  on  Electrophysiological  and  Electrokinesi- 
ological  Measurements  to  outline  the  activities  and 
standards  of  electroneuromyographic  evaluation  pro- 
cedures for  physical  therapists.  Nelson  is  the  section's 
treasurer. 


Dr.  Michael  McGinnis,  assistant  professor  of  bac- 
teriology and  immunology,  has  been  invited  by  the 
World  Health  Organization  and  the  Council  for  Inter- 
national Organizations  of  Medical  Sciences  to  review 
the  proposed  list  of  recommended  names,  definitions 
and  synonyms  for  the  section  on  fungal  diseases  of  the 
International  Nomenclature  of  Diseases. 


Dr.  Joseph  S.  Pagano,  director  of  the  Cancer  Re- 
search Center  and  professor  of  medicine  and  bac- 
teriology, participated  in  the  International  Conference 
on  Human  Herpesviruses  at  Emory  University,  March 
17-21,  in  Atlanta.  Pagano  presented  an  overview  on 
Latency-EBV  and  CMV  on  March  18.  during  a  session 
on  Latency  and  Oncogenesis  and  participated  in  the 
organization  of  a  workshop  on  Mechanisms  of  Action 
and  Pharmacokinetics  of  Antivirals  on  March  21. 


Dr.  Christopher  C.  Fordham,  III,  was  appointed 
chancellor  of  the  University  of  North  Carolina  at 
Chapel  Hill,  effective  March  1. 

Fordham  has  been  vice  chancellor  for  health  affairs 
and  professor  of  medicine  and  community  medicine  at 
the  University  in  Chapel  Hill  since  1977.  He  is  also 
former  dean  of  the  UNC-CH  School  of  Medicine. 

Fordham  succeeds  Ferebee  Taylor  as  chancellor. 
Taylor,  who  became  chancellor  in  1972,  resigned  ef- 
fective Jan.  31  following  a  heart  attack  last  year. 

Since  he  joined  the  UNC-CH  faculty  22  years  ago 
Fordham  has  held  a  wide  variety  of  positions  at  the 
national  level.  He  isaformer  member  of  the  executive 
council  of  the  Association  of  American  Medical  Col- 
leges and  a  past  chairman  of  both  the  AAMC  National 
Council  of  Deans  and  Southern  Regional  Deans. 

A  member  of  the  Institute  of  Medicine  of  the  Na- 
tional Academy  of  Sciences,  Fordham  also  is  a  diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a 
Distinguished  Service  Member  of  the  AAMC,  a  fellow 
of  the  American  College  of  Physicians  and  a  member 
of  the  medical  honorary.  Alpha  Omega  Alpha. 

A  native  of  Greensboro  and  a  1951  graduate  of  the 
Harvard  Medical  School.  Fordham  joined  the 
UNC-CH  School  of  Medicine  faculty  in  1958.  From 
1969  to  1971  he  was  vice  president  for  medicine  and 
dean  of  the  school  of  medicine  at  the  Medical  College 
of  Georgia. 


Dr.  Cecil  G.  Sheps  has  been  named  Taylor  Grandy 
Distinguished  Professor  in  the  UNC-CH  School  of 
Medicine. 

The  first  director  of  the  UNC-CH  Health  Services 
Research  Center  and  former  vice  chancellor  for  health 
sciences,  Sheps  has  been  professor  of  social  medicine 
in  the  School  of  Medicine  since  1969. 

The  Taylor  Grandy  Distinguished  Professorship 
was  established  by  the  late  Taylor  Grandy,  a  newspa- 
per publisher  in  Virginia.  He  prescribed  that  the  pro- 
fessorship go  to  a  good  man  in  the  art  and  philosophy 
of  living. 


Dr.  H.  Robert  Brashear,  professor  of  surgery,  has 
been  elected  librarian  of  the  American  Academy  of 
Orthopaedic  Surgeons. 


Dr.  William  G.  Hollister,  professor  of  psychiatry, 
served  as  the  principal  speaker  at  the  annual  meeting 
of  the  Kansas  District  Branch  of  the  American 
Psychiatric  Association.  March  14,  in  Wichita.  The 
meeting  was  sponsored  by  the  University  of  Kansas 
School  of  Medicine  and  featured  papers  on  "Unique 
Aspects  of  Non-Urban  Psychiatry." 

Hollister  also  has  been  awarded  a  Hays-Fulbright 
Scholarship  to  lecture  on  community  psychiatry  at 
the  Universities  of  Milan  and  Pavia  in  Italy  in  the 
Spring  of  1981. 


Dr.  Charles  H.  Hendricks,  chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  in  the  UNC-CH 
School  of  Medicine  will  relinquish  the  chairmanshipto 
return  to  fulltime  teaching,  patient  care  and  research 
at  the  university. 

Hendricks,  who  became  chairman  in  1968  and  was 
named  Robert  A.  Ross  Distinguished  Professor  of 
Obstetrics  and  Gynecology  in  1971,  plans  to  step 
down  by  next  July. 


The  American  Cancer  Society  has  awarded  a 
$28,000  postdoctoral  fellowship  to  Berch  E.  Henry, 
II,  a  microbiologist  in  the  UNC-CH  Cancer  Research 
Center. 

Henry,  who  came  to  UNC-CH  in  Sept.  1979.  is  in- 
terested in  nasopharyngeal  carcinoma. 
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Pale  sreen  300  ms-  tablets  ' 

in  bot^s  of  100  and  Sii^le  Unit  Packages  of  100 
(intended  for  institutionjil  jisc  only). 
*    Injection,  300  mK-/2  ml., 

in  single-dose  vials 

and  in  8  ml.  multiple-dose  vials, 

both  in  packages  of  10. 


SK&FLABCO. 

a  SmithKline  company 


The  Alpha 
Advantage: 

It's  for  all  kinds  of  hypertensives 

-  •  Unlike  beta  blockers,  Catapres'  has  no  contraindications. 

•  Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

;-         Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

\  Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

work/play— normal  hemodynamic  responses  to  exercise  maintained. 

love— low  incidence  of  impotence  and/or  loss  of  libido: 
I  2.8%  in  1 ,923  patients  studied.^ 

cardiac  output— tends  to  return  to  control  values  during  long-term  therapy. 

_^___  blood  flow- preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug's  effectiveness  in  a  given  patient,  its  *^ 

t  side  effects,  warnings,  precautions,  tolerance, 

etc.  A  rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


•Cenlral  alpha-adfenergic  slimu!a!ion  decreases  sympainelc  outlto*-  irom 
the  brain,  as  shown  tn  anima!  studtes- 

1.  Data  on  tile  at  Boehnnger  Ingelheim  Ltd 

f^-Please  see  last  page  for  brief  summary,  including 
Qmings,  precautions,  and  adverse  reactions. 
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Catapre 

(clonidine  HCI) 

Hypertension 


The  Alpha 
Advantage: 

It's  for  all  kinds 
of  hypertensives 


Tablets  of  0.1, 0.2, 0.3  mg 


Hypertension 
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•  No  contraindications. 

•  Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

•  Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity 

•  Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


Catapres® 

(clonidine  hydrochloride) 
Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  Indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency  It  may  be  employed  in  a  general  treatment  program  with  a  diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  In  some  patients  necessitating  a  reevaluatlon 
of  therapy 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
Information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  Is  not  recommended  In  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potantlal  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  Is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  In  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2  to  4  days  to  avoid  a  possible  rapid  nse  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  Instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  Instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochlohde  therapy  A  causal  relationship 
has  not  been  established  In  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  In  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  Intravenous  phentolamine.  Patients  who 
engage  In  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect.  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witR 
caution  in  patients  with  severe  coronary  Insufficiency  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  Integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochlohde)  should  receive  penodic  eye  examinations.  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a  dose-dependent  increase  in  the  incidence  and  severity  of 


The  usual  starting  dos'e  of  Catapres  is  0.1  mg  at  breal  co 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  benef  E 
from  a  starting  dose  of  0.1  mg  at  bedtime.  jo; 

■ 
Usual  daily  dose  range — 0.2  —  0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient's  individual  blood 
pressure  response. 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6  monti 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness' 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  repos 
Generally  these  effects  tend  to  diminish  with  continued  therapy  The  follo'i 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely  (In  s 
instances  an  exact  causal  relationship  has  not  been  established.)  These  Incli 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalitlii 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  ict 
and  hyperbilirubinemia  in  a  patient  receiving  clonidine  hydrochloride,  cji 
thalldone  and  papaverine  hydrochlonde.  Weight  gain,  transient  elevation  of  b) 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Rayna! 
phenomenon:  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  chani 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,' 
gioneurotic  edema,  hives,  urticana,  thinning  of  the  hair,  pruritus  not  assoch 
with  a  rash,  impotence,  unnary  retention,  increased  sensitivity  to  alcohol,  dryni 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecomai 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnormi ' 
manifested  as  Wenckebach  penod  or  ventncular  trigeminy 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  oil 
sent  reflexes  and  vomiting  followed  the  accidental  Ingestion  of  Catapres  (clonl:' 
hydrochloride)  by  several  children  from  19  months  to  5  years  of  age.  Gai 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  completf; 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-nnr 
Intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  c 
dosage. 

How  Supplied:  Catapres.  brand  of  ckyildine  hydrochtorlde,  Is  available  as  01 
(tan)  and  0.2  mg  (orange)  oval,  slngle«cored  lalslets  In  bottles  of  100  and  1000.  i 
avallatile  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  Information. 
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He  earned  his  B.A.  and  M.A.  degrees  at  the  Univer- 
sity of  Arkansas  and  completed  requirements  for  his 
Ph.D.  last  year  at  the  University  of  Mississippi  Medi- 
cal Center. 

AMERICAN  COLLEGE  OF  CARDIOLOGY 

Dr.  Marvin  M.  McCall  of  Charlotte,  the  American 
College  of  Cardiology  governor  for  North  Carolina, 
has  announced  the  names  of  six  North  Carolina  car- 
diovascular specialists  admitted  to  fellowship  in  the 
national  organization.  They  are  Drs.  Joe  E.  Gaddy, 
Jr.,  and  A.  Ray  Newsome  of  Winston-Salem,  Donald 
G.  Hall  of  Charlotte.  Michael  J.  Harper  of  Hender- 
son ville,  John  E.  Lawrence,  Jr.,  of  Ashe  ville  and  John 
D.  Rose  of  Greenville. 

The  six  were  among  360  doctors  who  met  the  re- 
quirements for  college  fellowship  in  recent  elections; 
they  bring  total  membership  to  more  than  10,000. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE 

John  Lewis  McCain,  M.D.,  a  practicing  internist  in 
Wilson,  received  a  Special  Recognition  award  from 
the  American  Society  of  Internal  Medicine  during  its 
24th  Annual  Meeting  in  Washington  in  May. 

McCain  has  been  president,  secretary-treasurer  and 
council  member  of  the  N.C.  Society  of  Internal  Medi- 
cine and  is  a  member  of  the  national  society's  Geriat- 
rics Task  Force  and  a  past  member  of  the  Allied 
Health  Committee.  He  represents  the  society  as  a 
consultant  to  the  AMA  Committee  on  Allied  Health 
Education  and  Accreditation  and  serves  on  an  AMA 
Joint  Review  Committee  on  Educational  Programs  for 
primary  care  physicians"  assistants.  He  is  a  member  of 


the  American  Geriatrics  Society,  a  Fellow  of  the 
American  College  of  Physicians  and  serves  on  the 
council  of  the  North  Carolina  chapter  of  the  ACP. 

A  leader  in  health  planning  for  North  Carolina,  Dr. 
McCain  is  on  the  executive  committee  of  the  Eastern 
North  Carolina  Systems  Agency  and  the  North  Caro- 
lina Statewide  Health  Coordinating  Council  and  has 
been  second  and  first  vice  president  for  the  North 
Carolina  Medical  Society. 

During  the  1960s,  McCain  served  on  the  Mental 
Health  Committee  of  the  North  Carolina  Medical  So- 
ciety, which  led  to  his  appointment  by  the  governor  as 
chairman  of  the  Professional  Advisory  Council  to  the 
North  Carolina  State  Board  of  Mental  Health.  A 
long-time  member  of  the  North  Carolina  Arthritis 
Foundation,  he  established  a  local  arthritis  clinic  in 
association  with  consultants  from  the  University  of 
North  Carolina  School  of  Medicine.  He  chairs  the 
Arthritis  Committee  of  the  North  Carolina  State  De- 
partment of  Human  Resources. 

Currently,  McCain  is  a  rheumatologist  at  the  Wilson 
Clinic.  He  helped  develop  a  learning  center  at  Wilson 
Memorial  Hospital  which  has  served  as  a  model  for 
other  such  centers  throughout  the  state.  He  is  a  clini- 
cal associate  professor  of  medicine  at  the  University 
of  North  Carolina  School  of  Medicine  and  lectures  at 
the  Bowman  Gray  School  of  Medicine. 

McCain  received  his  Certificate  in  Medicine  at  the 
University  of  North  Carolina  in  1950  and  his  M.D.  at 
the  University  of  Virginia  School  of  Medicine  in  1952. 
He  interned  at  Philadelphia  General  Hospital  and 
served  his  residency  at  the  North  Carolina  Memorial 
Hospital  in  Chapel  Hill  and  the  Medical  College  of 
Virginia  in  Richmond. 
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Month  in 
Washington 


Congressional  appropriations  committees  are  con- 
sidering the  administration's  proposals  for  a  further 
$500  milHon  reduction  in  health  program  funding. 

The  cuts  in  an  already  spartan  health  budget,  made 
as  part  of  President  Carter's  all-out  drive  to  balance 
the  budget  to  fight  inflation,  normally  would  receive 
short  shrift  in  Congress  where  health  usually  is  treated 
generously.  However,  this  year  promises  to  be  differ- 
ent as  Congress  generally  shares  the  administration's 
concern  about  budget  deficits. 

In  addition  to  the  cuts  for  the  fiscal  year  1981  start- 
ing next  October,  the  administration  is  seeking  reduc- 
tions in  appropriations  for  the  current  year  and  res- 
cissions of  appropriations  already  approved  by 
Congress.  Congress  was  asked  to  delay  action  on  the 
$300  million  Child  Health  Assurance  Program,  origi- 
nally slated  to  take  effect  next  fiscal  year,  and  on 
legislation  expanding  Medicare  and  Medicaid  bene- 
fits. There  was  even  a  six-month  postponement,  until 
1983,  of  the  administration's  National  Health  Insur- 
ance plan. 

There  was  little  policy  evident  in  the  indiscriminate, 
down-the-line  budget  paring  of  health  programs.  Dis- 
ease prevention,  mental  health,  alcoholism  and  the 
National  Health  Service  Corps,  not  to  mention  the 
Child  Health  Assurance  Program,  had  all  been  ad- 
ministration favorites. 

Proposed  Health  and  Human  Services  (HHS)  cuts 
are  as  follows: 

Health  Services  Administration  —  cut  by  $117  mil- 
lion, including  $47  million  for  the  National  Health 
Service  Corps,  $21  million  for  community  health  cen- 
ters, and  $15  million  for  family  planning. 

Center  for  Disease  Control  —  cut  by  $98  million, 
including  $52  million  for  health  incentive  grants. 

National  Institutes  of  Health  —  cut  by  $91  million 
plus  another  $41  million  from  this  year's  appropria- 
tion. 

National  Cancer  Institute  —  cut  by  $43  million. 

National  Heart,  Blood  and  l.ung  Institute  —  cut  by 
$15.6  million. 

Alcohol,  Drug  Abuse  and  Mental  Health  Adminis- 
tration —  cut  by  $102  million  for  state  formula  grants. 

Health  Resources  Administration  —  cut  by  $73  mil- 
lion including  $38  million  for  local  health  planning. 

The  AM  A  has  told  the  Congress  that  "in  these 
times  of  escalating  costs  and  growing  demands  for 
increased  federal  financial  support  in  governmental 
programs,  it  is  more  important  than  ever  that  the  Con- 


gress provide  the  leadership  necessary  to  establish 
priorities  for  the  expenditures  of  finite  federal  funds." 

In  testimony  before  a  subcommittee  of  the  House 
Committee  on  Appropriations,  the  AMA  warned  that 
it  was  essential  that  all  sectors  of  the  economy  coop- 
erate. 

"In  this  connection  the  medical  profession  has  un- 
dertaken an  examination  of  all  aspects  of  health  care 
delivery  in  order  to  constrain  rising  costs  and  con- 
serve the  public  and  private  health  care  dollar  without 
sacrificing  the  quality  or  availability  of  health  care 
services,"  the  AMA  said.  "Through  the  'Voluntary 
Effort'  (VE)  the  medical  profession  and  other  organi- 
zations have  created  an  affirmative  and  positive  pro- 
gram demonstrating  the  concern  of  the  private  sector 
in  controlling  hospital  expenditures  and  seeking  to 
ameliorate  the  impact  of  inflation  on  health  care  costs. 
This  program  has  proven  itself  effective.  Physicians, 
too,  in  response  to  an  AMA  call  for  moderated  in- 
creases in  physician  fees,  have  responded  effectively, 
with  physician  fee  increases  being  below  the  'all 
items'  portion  of  the  Consumer  Price  Index  for  the 
past  two  years." 

In  conclusion,  the  AMA  testified  that  "while  we 
recognize  that  governmental  priorities  must  be  estab- 
lished and  that  certain  programs  must  be  cut,  we  be- 
lieve that  other  programs,  including  those  we  have 
discussed  with  you,  should  be  strongly  supported  if 
the  health  needs  of  the  American  people  are  to  be  met. 
We  urge  this  committee  to  consider  carefully  any 
reductions  in  federal  funding  that  might  compromise 
the  health  of  the  American  people." 


The  AM. A  has  said  no  to  a  federal  proposal  that 
physicians  be  asked  to  limit  their  fee  increases  to  6.5% 
this  year.  AMA  Executive  Vice  President  James  H. 
Sammons,  M.D.,  has  told  government  officials  that 
the  overall  rate  of  inflation  is  running  at  about  189?  and 
that  wage  guideline  limits  have  been  set  at  from  7.5% 
to  9%. 

The  Health  and  Human  Services  Department  (the 
new  name  for  the  old  HEW  Department)  and  the 
Council  on  Wage  and  Price  Stability  (COWPS)  have 
been  meeting  with  leaders  of  the  health  providers  in  an 
attempt  to  set  voluntary  fee  and  price  limits. 

Dr.  Sammons  said  the  AMA  will  continue  to  urge 
individual  physicians  to  exercise  restraint,  a  policy 
that  has  resulted  over  the  past  two  years  in  a  rate  of 
increase  well  behind  the  Consumer  Price  Index  for  the 
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rest  of  the  economy.  In  1978  the  CPI  was  9%:  physi- 
cians" fee  increases,  8.19r.  Last  year  the  figures  were 
ITi.Wr  and  9.4%,  respectively. 

The  talks  with  the  private  sector  organizations 
making  up  the  VE  mark  a  distinct  change  in  official 
attitude.  Former  HEW  Secretary  Joseph  Califano  did 
not  recognize  the  VE  as  a  legitimate  effort  to  hold 
down  inflation  and  made  it  the  subject  of  snide  at- 
tacks. The  present  Secretary,  Patricia  Harris,  has  in- 
augurated a  policy  of  working  with  the  private  sector 
and  refraining  from  name-calling. 


An  economic  recession  will  see  more  people  visiting 
physicians  and  hospitals,  the  AMA  has  cautioned  the 
administration. 

"As  unemployment  levels  rise,  an  increasing 
number  of  individuals  will  not  have  to  take  time  off 
from  their  jobs  in  order  to  obtain  medical  care,'"  noted 
Lowell  Steen,  M.D..  Chairman  of  the  AMA  Board  of 
Trustees.  "In  addition,  experience  in  past  recessions 
indicates  that  recently  unemployed  workers  will  try  to 
obtain  medical  services  before  their  work-related 
health  insurance  benefits  expire."" 

Testifying  before  the  administration's  Price  Advis- 
ory Committee,  Dr.  Steen  said  that  the  projected  re- 
cession thus  could  increase  demand  for  medical  ser- 
vices and  force  practice  costs  to  rise. 

Another  factor  to  bear  in  mind,  according  to  the 


AMA  official,  is  that  health  care  policy  makers  — 
includingthe  members  of  the  Voluntary  Effort  —  have 
adopted  the  goal  of  reducing  hospital  utilization.  "To 
the  extent  that  this  goal  is  met,  it  is  expected  that  the 
demand  for  ambulatory  care  will  increase,  which,  in 
turn,  may  lead  to  price  increases  for  services  rendered 
in  physicians"  offices."' 

The  physicians  of  the  nation  have  helped  write 
■'a  real  success  story  for  voluntary  restraint,"  said 
Dr.  Steen.  The  "Physicians"  Services""  price  index 
increased  less  rapidly  than  the  "All-items""  index  of 
the  Consumer  Price  Index  in  both  1978  and  1979. 

Dr.  Steen  said  the  AMA"s  policies  and  programs 
represent  a  groundswell  of  physician  concern  for  the 
costs  faced  by  their  own  patients. 

Through  the  years,  he  noted,  the  AMA  has  urged 
physicians  to  seek  the  most  economical  form  of  treat- 
ment consistent  with  good  care;  it  has  encouraged 
physician-patient  discussion  of  fees  prior  to  treat- 
ment: and  it  has  supported  voluntary  health  planning 
programs  at  the  community  level  to  assure  appro- 
priate distribution  of  health  care  resources. 

Dr.  Steen  concluded  his  testimony  before  the  Price 
Advisory  Committee  with  details  of  eight  current 
AMA  cost  containment  programs. 


The  administration  has  told  Congress  there  will  be 
plenty  of  physicians  around  in  the  1980s.  The  bright 
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outlook  on  the  physician  supply  happens  to  coincide 
with  the  administration's  desire  to  slash  funding  for 
medical  education.  Hearings  are  underway  in  Con- 
gress on  extending  the  medical  man  power  laws. 

The  report  to  Congress  said  the  number  of  active 
United  States  physicians  increased  more  than  17% 
from  323.000  in  1970  to  379,000  in  1978.  The  "new" 
publication,  a  report  to  the  President  and  Congress  on 
the  Status  of  Health  Professions  Personnel  in  the 
United  States  (1980),  also  cited  increases  during  the 
period  in  the  numbers  of  active  practitioners  in  other 
.health  professions:  Dentistry  up  19%  from  102,000  to 
121,000:  Optometrists,  15%,  from  18,400  to  21,200: 
Pharmacists  23%  from  109.600  to  134,600;  Podiatrists, 
14%,  from  7,100  to  8,100:  and  Veterinarians,  32%, 
from  25,000  to  34,200. 

The  HEW  Department  which  issued  a  similar  report 
last  year,  said  projections  for  the  1980s  indicate  that 
the  supply  of  physicians  "probably  will  be  adequate  to 
meet  the  nation's  needs  and  could  actually  exceed 
requirements.  By  1990  physician  requirements  are 
predicted  to  range  from  553,000  to  596,000  compared 
to  an  anticipated  supply  of  600,000." 

The  report  points  out  that  the  projected  increase  in 
physician  supply  does  not  solve  geographic  distribu- 
tion problems. 

"To  solve  geographic  inequities  will  require  some 
leeway  in  the  supply  to  encourage  potentially  excess 
health  personnel  to  locate  in  areas  that  would  not 
otherwise  get  the  manpower  required,"  according  to 
the  report. 

The  report  also  said  the  anticipated  increase  in  the 
supply  of  U.S. -trained  physicians  should  lessen  a  pre- 
vious reliance  on  foreign  medical  graduates  who  ac- 
counted for  1 1%  of  physicians  in  1963  and  20%  in  1977. 

There  have  been  substantial  increases  in  the  num- 
bers of  women  and  minority  students  pursuing  health 
careers,  but  there  is  no  health  profession  in  which  the 
percentage  of  practitioners  or  the  level  of  enrollment 
of  minorities  and  women  is  equal  to  their  representa- 
tion in  the  civilian  population,  according  to  the  report. 


The  AMA  has  opposed  as  unnecessary  a  pending 
bill  in  the  House  titled  the  "Privacy  of  Medical  Infor- 
mation Act"  (HR  5935). 

Appearing  before  Ways  and  Means  subcommittee 
on  Health,  spokesman  Frederick  W.  Ackerman. 
M.D.,  Chairman  of  the  AMA  Council  on  Legislation, 
said  that  while  the  association  shared  with  the  Con- 
gress its  deep  concerns  over  increasing  threats  to  the 
confidentiality  of  medical  records  and  the  erosion  of 
privacy  of  patients,  it  was  seeking  appropriate  state 
legislative  solutions  to  the  problems,  while  at  the  same 
time  working  to  educate  physicians  and  others  to  be 
sensitive  to  these  issues. 

"Basic  to  our  objection  to  enactment  of  the  bill  is 
our  view  that  there  is  no  need  for  comprehensive 
federal  legislation,"  Dr.  Ackerman  said.  "Any  de- 
ficiencies in  the  present  system  relating  to  confiden- 
tiality of  medical  records  do  not  justify  enactment  of 
federal  legislation  with  the  morass  of  regulation  as- 
suredly to  follow. 

"We  believe  that  the  states  have  shown  an  in- 
creased willingness  and  ability  to  respond  to  these 
problems.  Congress  should  encourage  these  ac- 
tivities, not  supplant  them.  Accordingly,  we  urge  the 
Congress  not  to  adopt  comprehensive  federal  legisla- 
tion, but  to  limit  its  activities  to  appropriate  federal 
areas  in  which  the  states  cannot  act." 


Legislation  in  another  area  to  protect  medical  peer 
review  records  maintained  by  the  Veterans'  Admin- 
istration from  public  release  was  backed,  however,  by 
the  AMA.  Confidentiality  is  critical  to  the  success  of 
any  peer  review  program,  the  AM.A  said  in  support  of 
an  amendment  of  Sen.  Herman  Talmadge  (D.-Ga)  to 
the  VA  Physicians  Pay  bill  (S.2534). 

The  AMA  noted  it  has  consistently  supported  con- 
gressional efforts  in  assuring  the  confidentiality  of 
records  of  Professional  Standards  Review  Organiza- 
tions. 
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Roscoe  Legraad  Wall,  Sr.,  M.D. 


ROSCOE  LEGRAND  WALL,  SR.,  M.D. 

Dr.  Roscoe  Legrand  Wall,  Sr.,  an  early  leader  in 
bringing  the  scientific  application  of  proper  anesthesia 
to  the  operating  rooms  of  North  Carohna  hospitals, 
died  March  17,  1980.  He  was  born  to  Charles  and 
Elizabeth  Wall  at  a  site  which  would  later  become 
Wallburg,  North  Carolina.  This  village  in  Davidson 
County  arose  in  direct  response  to  the  need  for  a 
school  and  a  post  office  by  the  combined  24  children  of 
Charles  Wall  and  his  brother  George  Wall. 

Receiving  his  undergraduate  and  pre-medical  edu- 
cation at  Wake  Forest  College,  Dr.  Wall  was  gradu- 
ated from  Jefferson  Medical  College  in  1912  and  hap- 
pily took  his  internship  in  Erie,  Pennsylvania,  where 


he  met  a  visitor  from  upstate  New  York,  Mary  Curtis 
Glezer. 

As  his  wife,  "Little  Mary"  accompanied  him  on  his 
return  to  practice  in  Winston-Salem  the  following 
year.  Her  small  frame  complemented  his  husky  one 
and  equalled  it  in  inner  strength.  To  their  children,  she 
"epitomized  the  dedicated  physician's  wife"  for  the 
61  years  of  their  lives  together. 

He  soon  found  himself  interested  in  the  relatively 
new  field  of  anesthesia,  giving  up  his  general  medical 
practice  to  devote  fulltime  to  the  administration  of 
anesthetics,  first  at  the  Twin  City  Hospital  on 
Brookstown  Avenue  and  at  Spencer's  Sanitorium  at 
Second  and  Liberty  Streets.  The  Lawrence  Hospital 
on  Oak  Street  and  many  of  the  dentists'  offices  also 
found  him  there  regularly,  because  of  his  expertise  in 
administering  proper  anesthesia. 

In  1923  Dr.  Wall  played  a  role  in  establishing  the 
North  Carolina  Baptist  Hospital,  where  he  practiced 
his  specialty,  and  in  1942  he  accepted  the  invitation  to 
establish  a  Department  of  Anesthesiology  at  Bowman 
Gray  School  of  Medicine.  He  initiated  a  training  pro- 
gram for  nurses  specializing  in  anesthesia,  later  train- 
ing residents  in  anesthesiology.  He  organized  the 
North  Carolina  Society  of  Anesthesiologists  in  1949, 
served  as  its  first  president  and  continued  to  be  active 
in  that  organization  until  his  retirement  from  the  medi- 
cal school  in  1956. 

Dr.  Wall  is  survived  by  a  daughter  Emily  (Mrs.  John 
Minor)  of  2208  Buena  Vista  Road  in  Winston-Salem 
and  a  son.  Dr.  Roscoe  Legrand  Wall,  Jr.,  of  440  Sher- 
wood Forest  Road  in  Winston-Salem. 

Recognized  as  a  pioneer  and  leader  in  the  develop- 
ment of  anesthesiology  in  North  Carolina,  Dr.  Wall 
served  us  all  with  his  example  of  careful  work  bal- 
anced by  wit,  humor  and  "setting  of  a  steady 
course."  His  long  and  good  life  will  be  most  remem- 
bered for  having  been  spent  in  relieving  pain  for  the 
thousands  of  patients  whom  he  treated  with  true  de- 
votion and  for  his  contribution  to  the  development  of 
anesthesiology,  and  thus  of  surgery,  in  this  area. 
FORSYTH  COUNTY  MEDICAL  SOCIETY 


JANET  ALEXANDER,  M.D. 

Dr.  Janet  Alexander  graduated  from  the  West 
Woman's  College  in  Philadelphia  with  a  teaching  de- 
gree. Inspired  by  her  sister.  Dr.  Minnie  Alexander,  a 
medical  missionary  to  India,  Janet  Alexander  went 
back  to  medical  school  and  received  her  degree  from 
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the  Medical  College  of  Pennsylvania  after  which  she 
served  a  one-year  internship  at  West  Chester,  Pa. 

This  young  native  of  the  Gilead  community  near 
Huntersville  was  then  sent  to  Punjab,  India,  at  her 
request,  by  the  Associate  Reformed  Presbyterian 
missionary  board.  She  founded  the  Nancy  Fullwood 
Hospital,  named  in  honor  of  her  mother.  The  hospital 
grew  from  a  two-room  mud  hut  to  a  75-bed  facility 
during  her  tenure  there. 

At  the  time  of  the  India-Pakistan  division.  Dr.  Alex- 
ander was  put  in  charge  of  all  sick  and  injured  women 
and  children  which  involved  caring  for  35,000  ref- 
ugees. In  addition  to  caring  for  wounds  of  war  and 
performing  routine  surgery  and  obstetrics,  she  cared 
for  hundreds  of  patients  suffering  from  cholera, 
malaria,  smallpox,  pneumonia  and  exposure  to  the 
winter  weather. 


Dr.  Alexander  received  her  North  Carolina  Medical 
License  in  1917  and  a  courtesy  membership  in  the 
Mecklenburg  County  Medical  Society  in  1920  at  the 
time  she  went  to  India.  She  was  elected  to  full  mem- 
bership in  the  Mecklenburg  society  in  1942  while  still 
in  India  and  in  1948  she  was  elected  to  honorary  mem- 
bership in  the  North  Carolina  Medical  Society.  Last 
year,  she  was  presented  with  her  framed  Honorary 
Membership  in  the  state  society. 

Dr.  Alexander  was  recognized  for  her  outstanding 
service  to  mankind  by  organized  medicine,  by  her 
alma  mater,  and  by  King  George  V  of  England  who 
presented  her  the  Emperor  of  India  medal.  Her 
greatest  award  was  undoubtedly  the  gratitude  of  the 
people  she  served. 

MECKLENBURG  COUNTY 
MEDICAL  SOCIETY 
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PHYSICIAN  —  Pulmonary  Disease  and  TB  Hospital.  Some  ex- 
perience in  pulmonary  medicine  preferred  but  not  necessary.  Cood 
salary,  pleasant  working  conditions,  40-hour  work  week.  Near 
resort  area.  Contact  Dr.  H.  D.  Ireland,  Medical  Director,  McCain 
Hospital,  McCain,  NC  28.^61.  or  call  collect  (919)  944-2351. 

NATIONALLY  BOARD  CERTIFIED  PHYSICIAN  ASSISTANT 
with  approximately  two  years'  experience  which  includes  Family 
Practice,  Internal  Medicine,  General  Surgery,  Orthopedics,  and 
Cardiology.  Seeks  employment  in  North  Carolina.  Write  or  call 
Sanford  Cohen,  109  English  Street,  Kernersville,  N.C.  27284. 
919/996-2845. 

THE  NAVY  MEDICAL  CORPS  currently  has  openings  in  the  U.S. 
and  abroad  for  physicians  in  many  specialties.  You  may  choose  to 
accept  your  commission  as  a  Naval  OfTicer  only  when  satisfied  with 
your  initial  assignment.  Starting  salary  is  comparable  to  a  $140,000 
practice.  Regular  working  hours  and  30  days  paid  vacation  annu- 
ally allows  you  time  to  enjoy  family,  friends,  and  hobbies.  The 
Physician  Programs,  Navy  Recruiting  District,  1001  Navaho  Drive, 
Raleigh,  N.C.  27609.  Call  toll  free  in  North  Carolina  1-800-662- 
7568  or  919/872-2547  collect. 

COASTAL  CAROLINA  NEEDS  ENERGETIC  F.P.  AND  LOCUM 
TENENS  to  work  for  expanding  established  multi-specialty  group; 
118  JCAH  hosp.,  delightful  small  historic  town  on  Albemarle 
Sound;  Salary  &  '^! .  Life,  health,  disability,  malpractice  insc,  etc. 
All  available.  Send  resume  to  David  Wright,  M.D.,  Chowan  Medi- 
cal Center.  Edenton,  NC,  27932.  Tel:  (919)  482-2116. 

EMERGENCY  PHYSICIANS  —  Locum  Tenens  positions  available 
immediately  and  throughout  the  year  in  coastal.  Triangle,  and 
mountain  locations  of  North  Carolina.  Wide  range  of  patient  vol- 
ume. Malpractice  provided.  Contact:  Coastal  Emergency  Physi- 
ciaas,  P.O.  Box  8703,  Durham,  N.C.  27707,  (919)  489-6521,  in 
North  Carolina  (800)  672-1665. 


EMERGENCY  PHYSICIANS  —  Full  Time  —  Directorships  avail- 
able. Immediate  openings  in  coastal,  Triangle,  and  mountain  loca- 
tions in  North  Carolina.  Malpractice  provided,  excellent  benefits. 
All  inquiries  confidential.  Grow  with  an  expanding  group.  Contact: 
Coastal  Emergency  Physicians,  P.O.  Box  8703,  Durham,  N.C. 
27707,  (919)  489-6521,  in  North  Carolina  (800)  672-1665. 

G.P.  retiring.  Lucrative  practice  in  rapidly  growing  Piedmont  area  of 
N.C.  Small  town  with  1.^0  bed  hospital  nearby.  Thirty  minutes  from 
large  metropolitan  area.  Centralized  office  site  and  equipment 
available.  Please  reply  to  NCMJ-15,  P.O.  Box  27167,  Raleigh,  N.C. 
27611. 

THE  NORTH  CAROLINA  ACADEMY  of  Physician's  Assistants  has 
established  an  Employment  Committee.  The  purpose  of  this  com- 
mittee is  to  assist  physicians  who  are  interested  in  hiring  physician's 
assistants,  as  well  as  to  assist  the  P.  A.  in  their  search  for  satisfac- 
tory employment.  Any  physician  or  group  of  physicians  may  utilize 
the  services  of  this  committee  by  contacting  Ed  Manning,  P. A., 
Chairman,  Employment  Committee,  P.O.  Box  86,  Broughton 
Hospital,  Morganton,  N.C.  28655.  Home  telephone:  (704)433-4914 
(after  5:00  p.m.):  work  telephone  (7(M)  433-2514  (8:00  a.m.-5:00 
p.m.) 

NORTH  CAROLINA  —  Family  Practice/Emergency  Medicine. 
Unique  opportunity,  immediate  partnership  available.  Rapidly 
growing  practice.  Small  hospital,  rural  area,  two  hours  to  Atlantic 
beaches.  Starting  from  $55,000  to  $60,000  guaranteed.  Unlimited 
growth  —  excellent  benefit  package.  Call  or  write  about  this  ex- 
cellent opportunity:  Community  Physicians,  Inc.  113  Landmark 
Square,  Virginia  Beach.  Virginia  23452  (804)  486-0844. 

VIRGINIA  —  Unique  opportunity.  Emergency  Medicine.  Modern 
service.  Immediate  or  delayed  openings  for  career-oriented  physi- 
cians, unlimited  potential.  (Juaranteed  income  of  $55,000  to 
$60,000  plus  excellent  benefits.  For  additional  information  contact: 
Community  Physicians,  Inc.,  113  Landmark  Square,  Virginia 
Beach,  Virginia"23452  (8(M)  486-0844. 
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Winchester  Surgical  Supply  Company 

200  South  Torrence-St.        Charlotte,  N.C.  28204 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.         Greensboro,  N.C.  27401 
Phone  No.  919-273-5581 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROUNA 
and  SOUTH  CAROUNA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921,  and  advertised 
CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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Librium 

chlordiazepoxide  HO /Roche 


5mg,  10  mg, 
25  mg  capsules 


n  Proven  antianxiety  performance 

D  An  unsurpassed  safety  record 

D  Predictable  patient  response 

D  Minimal  effect  on  mental  acuity  at 
recommended  doses 

n  Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a  summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CN5  depres- 
sants may  have  an  additive  effect,  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  Individuals  or  those  \nY\o  might  Increase  dosage,  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates, have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trintester  should  almost  al^A^ays  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 
Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  SIX,  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six-  Though  generally  not  recom- 
mended, if  combination  therapy  \A/lth  other  psycho- 
tropics seenns  indicated,  carefully  consider  Individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines    Observe  usual 
precautions  In  presence  of  impaired  renal  ar  hepatic  func- 
tion   Paradoxical  reactions  (e.g. ,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatiment  of  anxiety  states  v^/lth  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  In  the  elderly  and  debilitated.  These 
^v^  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  ^r^  also  occasionally  observed  at  the  lo\A/er  dos- 
age ranges-  In  a  fev^  instances  syncope  has  been  reported, 
Also  encountered  ^r^  isolated  instances  of  skin  eruptions, 
edenna,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (lov^-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  miaking  pehodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy- 
Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral- Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5or10mgt-l.d.  orq.l-d-;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5  mg  b-i,d,  to  q.i.d,  (See 
Precautions) 

Supplied:  Librium  ®(chlordiazepoxide  HCl)  Capsules.  5 
mg.  10  mg  and  25  mg-bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100.  available  in  trays  of  4  reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  1  0  strips  of  1 0; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10-  Libntabs  ®(chlordlazepoxide)  Tablets,  5  mg, 
10  mg  and  25  mg-bottles  of  100  and  500,  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets Bv^  indistinguishable- 
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